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PRESCRIPTION DRUG ABUSE EPIDEMIC 
IN AMERICA 


WEDNESDAY, MARCH 7, 2012 

House of Representatives, 

Subcommittee on Crime, Terrorism, 

AND Homeland Security, 
Committee on the Judiciary, 

Washington, DC. 

The Subcommittee met, pursuant to call, at 10:02 a.m., in room 
2141, Rayburn Office Building, the Honorable F. James Sensen- 
brenner, Jr., (Chairman of the Subcommittee) presiding. 

Present: Representatives Sensenbrenner, Goodlatte, Marino, 
Gowdy, Adams, Conyers, Scott, and Jackson Lee. 

Staff present: Caroline Lynch, Majority Chief Counsel; Arthur 
Radford Baker and Tony Angeli, Majority Counsel; Ron LeGrand 
and Ashley McDonald, Minority Counsel; Lindsay Hamilton, Clerk; 
and Veronica Eligan. 

Mr. Sensenbrenner. The Subcommittee on Crime will come to 
order. Without objection, the Chair will be authorized to declare re- 
cesses during votes in the House. 

The Chair yields himself 5 minutes, in order to make an opening 
statement. 

Today’s hearing examines the subject of prescription drug abuse 
in America. According to the most recent data from the U.S. Cen- 
ters for Disease Control and Prevention, legal and illicit drugs 
killed almost 40,000 people nationwide in 2009. Over 100 people 
die from drug overdoses in the United States every day. 

Nearly 3 out of 4 prescription drug overdoses are caused by pre- 
scription painkillers, also called opioid pain relievers. Common ex- 
amples of these painkillers are Vicodin, Percocet, OxyContin, and 
Demerol. 

In 2008, there were nearly 15,000 deaths from prescription pain- 
killer overdoses. For every one of these deaths, there are 10 admis- 
sions for drug abuse treatment, and 32 emergency room visits for 
misuse or abuse of prescription drugs. That amounts to over 
475,000 emergency room visits per year, a number which has dou- 
bled in just the last 5 years. 

Prescription painkillers work by decreasing the perception of 
pain. These powerful drugs can create feelings of euphoria, cause 
physical dependence, and frequently lead to addiction. Prescription 
painkillers also slow down a person’s breathing. A person abusing 
prescription painkillers might take increasingly larger doses to 
achieve a euphoric effect. These larger doses can cause breathing 

( 1 ) 
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to slow down so much that breathing stops, resulting in a fatal 
overdose. 

Very few prescription drugs involved in overdoses come from 
pharmacy theft. The vast majority come from physicians’ prescrip- 
tions obtained by one person and sold or given to another. More 
than 3 out of 4 people who misuse prescription painkillers get their 
drugs from someone else. For the past few years, individuals who 
doctor shop, or seek care from multiple physicians, but fraudulently 
pretend to be in pain, have been a primary source of diverted pre- 
scription drugs. 

The law enforcement officials in Florida, once the epicenter of 
prescription drug diversion, have left other States to initiate expen- 
sive enforcement programs, as the so-called pill mills migrate 
across the country. 

Prescription drug abuse has been an epidemic for much too long. 
Some of the more notable people who have died from prescription 
drugs include Marilyn Monroe, Bruce Lee, and Elvis Presley. Even 
former Indiana Senator Edward A. Hannegan overdosed on mor- 
phine in 1859. In December of 2010, a 13-year-old Utah boy died 
after stealing a bottle of OxyContin from a kitchen counter of a 
friend’s house. He took all the pills in the bottle, except one, and 
died in his sleep. Famous or not, no one is immune from the grip 
of prescription drug overdose. 

This hearing will explore the growing issue of prescription drug 
abuse in our Nation. We have here today four distinguished Mem- 
bers of Congress, who have dedicated their efforts to stop prescrip- 
tion abuse in America. I look forward to hearing about their legis- 
lative proposals and other efforts to address a serious national 
challenge. And I would like to thank our witnesses for participating 
in today’s hearing. 

It is now my pleasure to recognize for his opening statement, the 
Ranking Member of the Subcommittee, the gentleman from Vir- 
ginia, Mr. Scott. 

Mr. Scott. Thank you, Mr. Chairman. Mr. Chairman, prescrip- 
tion drug abuse is a serious problem. The number of overdose fa- 
talities has increased dramatically over the recent years. I must 
admit, though, Mr. Chairman, I am puzzled as to the purpose and 
usefulness of today’s hearing. I am used to hearings being an op- 
portunity for witnesses to put forth varying views regarding an 
issue or issues before us, with the opportunity to question such wit- 
nesses to gain a keener insight and understanding of the issues. 

We would then have a legislative hearing for further input and 
analysis, including legal analysis, and ensuring that we have con- 
stitutional and effective legislation. While I have no doubt that our 
colleagues who are witnesses today will provide helpful informa- 
tion, I anticipate that they will discuss the bills that they have 
sponsored or cosponsored, which makes them advocates for the 
bills, and limits us to one side of the debate on the issues raised 
by those bills. 

Therefore, I trust and also ask that this hearing not serve as the 
only basis for any Judiciary Committee or other consideration of 
legislation that we will hear about, but merely serve as a tradi- 
tional opportunity we give Members, on occasion, to appear before 
us to present their legislation. 
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The bills I anticipate my colleagues will discuss as witnesses in- 
clude H.R. 1316, 1065, 1925, and 2119. To the extent that they pro- 
vide additional education, training, and research on safer adminis- 
tration and use of prescription drugs, I am inclined to believe that 
they may contribute to effectively addressing the problem. How- 
ever, to the extent that they impose congressionally mandated re- 
strictions on access to legitimate medications and business-as-usual 
draconian increases in Federal penalties, I am inclined to believe 
that they will be counterproductive. 

Such approach is not likely to be successful, as our efforts to ef- 
fectively address elicit drugs. They will lead to over criminalization, 
over federalization, and cause many people the laws purport to pro- 
tect to end up with unjust and inflexible prison terms, such as the 
mandatory minimums, which one of the bills calls for. 

Mandatory minimums have been proven to be a waste of the tax- 
payers’ money, and violate common sense, when compared to tradi- 
tional sentencing. And I would ask unanimous consent, Mr. Chair- 
man, to introduce the Rand study that points this out. 

Mr. Sensenbrenner. Without objection. 

[The information referred to follows:] 
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Are Mandatoiy Minimum Drug Sentences Cost-Effective? ! RAND 


http://w\vw,raiid.org/pubs/research_briefs/llB6003/indexl.html 


I OBJECTIVE ANALYSIS. EFFECTIVE SOLUTIONS. 


Are Mandatory Minimum Drug Sentences Cost-Effective? 

Are Mandatory Minimum Drug Sentences Cost-Effective? 
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market demand anc supply resperd to price, the researchers were able to estimate toe changes in ratal cocaine consumption over 15 years for an additional mfllion 
dollars invested in different cocaine control strategies. Tlwse consumptlor changes, discounted to present value, are shown by the frst^two bars In Figure 1. 



■niose bars show the results or spending a million dollar5[l] on additional enforcement against a representative sample of drug Oealers. As shown by the first bar if that 
Xniicad federal rnandatory minimum lengths toe sentences of dealers vrhe would have been arrested anyway, U.S. coolne consumption would 
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Many Americans aro worried about Me crime associated with cocaine production, distribution, and use, Working witft data an the causes of drog-releCed crime. Caulkins 
and his colleagues estimated the crime reduction benefits of the various sirernatives, They found no difference beWeen conventional enforcerment and mandatory 
mlnimums in relation to property crime. ConvcnOonal enforcement, however, should reduce crimes against persons Dy about 70 percent more ttian mandatory 
nilnimums. But treatment should reduce serious erlmos (against both property and persons) the most per million dollars spent-cn the order of flleen times as much as 
would the incarceration alternatives- 

Why Is treatment So much better? Most drug-related crime is economicallv motivateo— undertaken, for example, to procure moneiy to support a habit or to settle 
scores between rival dealers, rhe level of economicailv motivated crime Is related to the amount of money flowing through the cocaine market, when a treated dealer 
stays off drug.s, that means Fess money flowing into the market—therefore, less crime. When a dealer Facing greater enforcement pressure raises his price to 
compensate for the increased risk, buyers will reduce the amount of cocaine they purrhase Money flow epuals price Hmes nuantily Qougid. Which effect 
predomlrales--thB rise In price or the drop m consumption? The best evidence suggesU that they cancel each other out, so the total revenue flowing through the 
cocaine rnarket stays about the same. The effect of the enforcemerrt alternatives Is therefore limited almost entirely to the relatively small number of crimes that are 
the direct result of drug consumption-crimes "under the Influence." 

Sensitivltv of the Results to Changes in Assumptions 

The values shgwrt In Figure 1 are dependant, of course, on various assumptions the researchers made. If the assumptions are changed, the values change. As an 
example, the results are dependent on the time horizon of interest to those making decisions about cocaine control strategy. Figure 1, for example, ignores any 
benefits and costs accruing more than 15 yeurs beyond program Initiation. A IS-year horizon Isa typical ore for analyzing puDlic-pollcy elTects. Bui what if that horizon 

Figure 2 shows Me relative cost-effectiveness of treatment and the enforcernert alternatives against typical dealers, analyzed when time horizons are set at various 
points from 1 to IS years. At 15 years, the lines match the Heights of the two short bars and the tallest Oar in Figure 1. As the horizon is shortened, treatment looks 
worse, because treatment's costs, which accrue immediately, remain, while the benefits, which accrue as long as treated individuals radu® their consumption, are cut 
back. If the horizon is made short enough, long sentences look better, because the costs of additional years of imprisonment arc Ignored, while the benefits remain. 
Those benefits, again, are the cocaine orice Inaease and consumption decrease that occur as soon as the imprisonment risk increases. The time horizon must be 
shortened to three years before long sentences look preferable to additions! conventional enforcement, and to little more than two years before they look preferable to 
treatment, Mena:, longer sentences for typical drug dealers appear cost-effective only to the highly myopic. 
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Figure Z—Cost-Effectiuenesa of Treatiirg Heavy Users and Entoixemerit Against Typical Drug Ocafers, for Different Evaluation Horizons 

More generally, large Oeparruresfrom the assumptions underlying the analysis are required for mandatory minim urns to be the most cost-cffecave approach. Figure 3, 
for example, displays Ceoarturesirom two key assumptions underlying the results In Figure 1: that it costs the federal government $20,000 to arrst a dealer and that 
a dealer wants additional drug sales income amounting to $85,000 for risking an additional year of imprisonment. These rwo assumecT values are depicted by the star in 
Figure 3. The bounded areas and labels indicate which program is the mort cost-effective for any combination of subsdtutes For those two numbers. As the figure 
shows, macidatory mlnimums would be the mo.st cost-effective alter native only if arrest cost were La exceed $30,000 and a dealer were to value his time at over 
$250,000 per year. Such figures would typify only those dealers who are both unusually difflcull to arrest and at a fairly high level in the cocaine trade. For dealers 
costing less than $30,000 to arrest, cocaire control dollars would be batter spent on further conventlcnal enforcement. For dealers demanding less than $250,000 
compensation for imprisonment risk, the money would be better spent treating heavy users. 



Figure 3—Most Cost-effective Strategy for Different Combinations of Values for TWo Key Variables 

Long sentences coulb thus be a smart strategy If selectively applied. Unfortunately, because mandatory minimum sentences are triggered ty quantitv of drug 
possessed, they are ASLselectivelv apoHod to the highest-level dealers. Such dealers often do not physically possess the drugs they own and control; they hire others to 
carry the drugs and itxtur the associored risk. 

Conclusion 

Long sentences for serious crimes have intuitive appeal. They respond to deeply held beliefs about punishment for evil actions, and in many cases they ensure that, by 
removing a criminal from the streets. Further crimes that would have been committed will not be. But in the case of black-market crimes like drug dealing, a Jailed 
supplier Is often replaced by another supplier. Limited ®caine control resourtes can, however, be profitably directed toward ether Important objectives— reducing 
cocaine carsumpUon and the violence and theft that accompany the cocaine market, if those are the goals, more can be achieved by spending additional money 
arresting, prosecuting, and sentencing dealers to standard prison terms than by spending it sentencing fewer dealers w longer, mardatory terms. The DFRC 
researchers found an exception m the case of the highest-level dealers, where sentences of rnandatory minimum length appear to be the most cost-effective approach. 
However, It Is difficult to identiFy those dealers solely by quenSty of drug possessed. It might be easier to identify Mam if, in pasing sentEncs, the criminal Justice 
system could consider additional factors, e.g., evidence regarding a dealer's Dooitiou in tlie distribution hierarchy. Such fetters, Ignored by mandatory mlnimums, car 
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be taken into account by Judges working under discretionary sentencing. 


rij All cost calculations In this brief are In 1992 dollars. To convert costs In 1992 dollars to 1006 dollars [the 
by 1,119. To convert kilograms of cocaine consumption reduced per mlillon 1992 dollars Spent to kilograms 
r2J Data on quantities possessed by convicted dealers are not readily available belaw the federal level, so ft 
mandatary mlnimums, a program applying longer sentences to 3f/ who were convictsd. 


latest year for vrhich Inflation data are available), multiply 
reduced per million 1996 dollars, divide by 1,119. 
or typical dealers, the researchers assessed, in lieu of true 


3] As shown fo earlier Ramd research, treatment Is more cost-effectivc than enforcement, even though the great majority of users revert to their cocaine habit 
following treatment. Treatment is so moch cheaper than enforcement that many more users can be targeted for the same amount of money--so many more that the 
sum of the small individual effects expected are larger then the effects expected from enforrement. 
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Mr. Scott. When we think of a pill mill operator dispensing 
death and destruction on a mass scale, we may conclude that no 
punishment is too great, but without definition of what limits the 
application of such person to such circumstances, the, quote. Pill 
mill operator may be a college student in a dorm room, with a 
bunch of pills given to his dorm mates. 

What has proven to work best to address drug abuse, in general, 
including prescription drug abuse are evidence-based solutions 
aimed at preventing drug abuse addiction, injury, and death, rath- 
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er than inflexibly rushing to increased penalties, and restrict legiti- 
mate excess to prescriptive drugs. 

We should not continue to take the same approaches, hoping for 
different results. I am not saying that we should not punish law- 
makers, but we are already using the criminal justice system as 
much as reductively can be used. We now need to focus on preven- 
tion and early intervention. 

There are innovative evidence-based approaches that are not 
likely to be discussed today. One is the use of Naloxone. That is 
a lifesaving medicine used to reverse opiate-based drug overdoses. 
It has been FDA approved since 1971, and is the first line of treat- 
ment for paramedics and emergency room physicians who encoun- 
ter an opiate overdose victim. 

It presents no potential for abuse, because it has no pharma- 
cological effect. It has no effect if it is taken by a person who does 
not have opiates in their system. It takes as little as 2 minutes to 
start working, and provides a 30- to 90-minute window to call for 
medical assistance during a drug overdose. 

Drugs that can be reversed are heroin, OxyContin, methadone, 
Vicontin, and several other drugs. If we are concerned about drug 
overdose deaths, we should be considering this as one of the sug- 
gestions. 

The second thing we need to consider, Mr. Chairman, are a 911 
Good Samaritan law. The chance of surviving an overdose like that, 
of surviving a heart attack, depends greatly on how fast one re- 
ceives medical treatment. Witnesses to heart attacks rarely think 
twice about calling 911, but witnesses to an overdose often hesitate 
to call, or simply don’t make a call, because they fear police in- 
volvement. 

People using illegal drugs often fear arrest, even in cases where 
they need professional and medical advice, or assistance for a 
friend or family member. The best way to encourage overdose wit- 
nesses to speak up and call 911 is to provide some kind of immu- 
nity to those that make such calls. 

Mr. Chairman, such legislation does not protect people from ar- 
rest for other offenses, such as outstanding warrants or other 
crimes, but this policy protects only the caller and the overdose vic- 
tim from arrest and prosecution, simply for calling 911. Several 
State legislatures, including New York, New Mexico, Washington, 
Illinois, and Connecticut have passed 911 Good Samaritan laws, 
and Congress should consider doing the same. 

For the reasons stated above, Mr. Chairman, I agree with my col- 
leagues that prescription drug abuse is an issue about which we 
should be concerned. Anyone who has a friend that is a physician 
or a dentist will recite patients that present with symptoms that 
call for these drugs, and they go doctor to doctor, shopping, and we 
need to do something about those who will actually prescribe to 
those patients. But we should not rush to enact such legislation 
without thorough assessment of the effective options we have be- 
fore us, and I certainly do not agree that imposing more severe 
mandatory minimums on physicians and pharmacists, who provide 
legitimate medications, would be a good use of our time or efforts. 

Mr. Chairman, I would ask, also, unanimous consent to enter 
into the record a letter to us from the Drug Policy Alliance. 
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Mr. Sensenbrenner. Without objection. 
[The information referred to follows:] 


March 7, 2012 

The Honorable Jim Sensenbrenner 
United States House of Representatives 

Chairman, Subcommittee on Crime. Terrorism and Homeland Security ^ 

2449 Rayburn House Office Building 
Washington, D.C. 20015 

The Honorable Robert C. Scott 
United States House of Representatives 

Ranking Member, Subcommittee on Crime, Terrorism and Homeland Security 
1201 Longworth House Office Building 
Washington, D.C. 20015 

Dear Chairman Sensenbrenner and Ranking Member Scott: 

The Drug Policy Alliance is the nation’s foremost organization promoting alternatives to current 
drug policy that are grounded in science, compassion, health and human rights. We are 
encouraged that the House of Representatives is taking action against the prescription drug 
overdose crisis that is plaguing our country - accidental drug overdose is now the number one 
cause of accidental death In the United States, having surpassed deaths due to motor vehicles 
collisions. However, we are concerned that legislative proposals under consideration by 
Congress will severely restrict access to opioid medications and place additional barriers 
between patients and the analgesic medications they need, without fully utilizing effective 
interventions to prevent overdose fatalities. The Drug Policy Alliance encourages the House of 
Representatives to consider alternative means of saving lives and to respond to the prescription 
drug abuse crisis in a comprehensive manner. 

H . R. 1 925, the Drug Abuse Prevention and T reatment Act of 201 1 , contains two areas of 
concern: banning prescribing of 40 mg methadone diskettes and granting federal law 
enforcement access to state prescription drug monitoring programs (PDMPs). This legislation 
would prohibit practitioners (other than hospitals that provide direct patient supervision) from 
prescribing 40-mg tablets of methadone “unless such prescription. ...is consistent with the 
current DEA methadone policy" until an HHS commission issues guidelines on dosing and finds 
the 40 mg tablet is “safe and clinically appropriate.” 

This legislation intrudes upon the doctor-patient relationship; Congress should support the 
ability of a physician or treatment provider to determine the best course of therapy for the 
patient, not undermine it. There is also concern that this provision interferes with the ability of 
treatment providers to meet the needs of individuals enrolled in methadone replacement therapy 
who have a high tolerance for opiates, and whose success in methadone treatment could be 
dependent upon access to the 40 mg tablet. Methadone providers already contend with 
extensive federal and state regulations and restrictions when providing treatment services to 
patients and this legislation would add yet another challenge. Providers and practitioners should 
have as many treatment options available to them as possible. 

In addition, H.R. 1925 would require states receiving controlled substances monitoring program 
grants to provide information, upon request, to federal drug enforcement officials relating to an 
individual who is the subject of an active drug-related investigation. Prescription drug monitoring 
databases should be created and managed with the sole purpose of making prescribing 
information available to physicians and pharmacists in order to reduce medical errors and over- 
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prescribing. These databases shouid not be a iaw enforcement centered tool, nor shouid law 
enforcement have unrestricted access to prescription drug databases, which contain deeply 
personal information about which medications each American is currently being prescribed. 

Allowing federal law enforcement to access state PDMP data at their discretion puts additional 
and unnecessary scrutiny on physicians whose controlled substance prescribing practices 
already face scrutiny from the DEA and state licensing boards. In addition to the possibility of 
targeting physicians who have a large number of elderly patients or patients with chronic pain 
who rely on opioid analgesic medications, scrutiny by federal prosecutors may have a chilling 
effect on the prescribing of controlled substances by physicians who fear meddling by federal 
authorities. 

Currently, the House of Representatives is contemplating other pieces of legislation which could 
further contribute to this chilling effect. H.R. 1316, the Stop Oxy Abuse Act of 201 1 , would force 
the FDA to ban the use of oxycodone (Oxy) except for severe pain instead of moderate-to- 
severe pain, as it is currently indicated. It is the role of the FDA - not Congress - to develop 
guidelines for the prescribing of opioid medications. Additionally, H.R. 1065, a bill that would 
amend the Controlled Substances Act to provide for increased penalties for operators of pill 
mills, is troubling as it fails to define what a “pill mill” is but increases penalties and forfeiture 
provisions for any pill mill operator. Prescription drug policies should be based on science, not 
punitive politics, and these bills do not meet that standard. 

We encourage the House of Representatives to consider alternative methods of reducing 
overdose fatalities. One method of doing this is to expand access to naloxone, a life-saving 
medicine used to reverse opiate- and opioid-based drug overdoses. It has been FDA-approved 
since 1971 and is the first line of treatment for paramedics and emergency room physicians who 
encounter an opiate overdose victim. Naloxone presents no potential for abuse as it has no 
pharmacological effect other than reversing opiate and opioid overdose; it also has no effect if it 
is taken by a person that does not have opiates in their system. However, it needs to be made 
more readily available to those who may be in a position to respond to an overdose. Opiate 
drugs that cah be reversed by naloxone include heroin, Oxycontin, methadone, vicodin, 
percocet, fentanyl, and morphine. Naloxone takes as little as two minutes to start working, and 
provides additional time to obtain necessary medical assistance during an overdose. 

In addition to expanding the availability of naloxone, it is critical that people be trained on how to 
recognize and respond to an overdose and administer naloxone - greatly increasing the 
likelihood that a drug overdose will not result in a fatality. Concerted training efforts aimed at 
those at-risk of an overdose, those who reside with, interact with or care for people at-risk for a 
drug overdose - such as family members, health care providers, spouses, law enforcement 
officers and correctional officers - will allow naloxone to be used as widely and effectively as 
possible - saving as many lives as possible. 

Like naloxone. Good Samaritan laws also work to increase the survival rate of prescription drug 
overdoses. The chance of surviving an overdose, as with surviving a heart attack, depends on 
how fast one receives medical assistance. Witnesses to heart attacks rarely think twice about 
calling 91 1 , but witnesses to an overdose often hesitate to call for help or, in some cases, 
simply don't make the call. The most common reason people cite for not calling 91 1 is fear of 
police involvement. The best way to encourage overdose witnesses to seek medical help is to 
exempt them from criminal prosecution, an approach often referred to as 911 Good Samaritan 
laws. Such legislation does not protect people from arrest for other offenses; it only protects the 
overdose victim and people helping the victim from arrest and prosecution for simple drug 
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possession, possession of paraphernalia, and/or being under the influence. Laws encouraging 
overdose witnesses and victims to seek medical attention may also be accompanied by training 
for law enforcement, EMS and other emergency personnel. New York, New Mexico, 

Washington, Illinois, and Connecticut have all enacted a 91 1 Good Samaritan law and several 
states are currently considering measures. 

In the 111th Congress, Congresswoman Donna F. Edwards (D-MD) introduced the Drug 
Overdose Reduction Act (H.R. 2855, DORA), providing Congress with a blueprint for a multi- 
faceted, evidence-based response to the drug overdose crisis. This comprehensive legislation 
dedicated federal resources to expanding and supporting overdose prevention programs in 
communities and improved access to naloxone. The legislation also directed federal agencies to 
strategically boost surveillance, research and reporting efforts aimed at better understanding the 
overdose crisis and where resources are needed the most. The Drug Policy Alliance 
encourages the House of Representatives to continue its careful deliberations on how best to 
reduce overdose fatalities, especially through expanding access to naloxone and implementing 
91 1 Good Samaritan laws, as DORA laid out, but does not endorse any of the bills under 
consideration in this Congress listed in this letter. 


Sincerely, 



Bill Piper 

Director, Office of National Affairs 


Mr. Sensenbrenner. It is now my pleasure to introduce today’s 
witnesses. 

Hal Rogers has represented the Fifth District of Kentucky since 
1981. He currently serves as Chairman of the House Appropria- 
tions Committee, of which he has been a Member for 29 years. He 
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received both his bachelor of arts and LLB from the University of 
Kentucky. 

Congressman Nick Rahall has represented the Third District of 
West Virginia since 1976. He currently serves as the Ranking 
Member of the House Transportation and Infrastructure Com- 
mittee, and received his bachelor of arts from Duke University in 
1971. 

Mary Bono Mack has represented the 45th District of California 
since 1998. Ms. Bono Mack sits on the House Energy and Com- 
merce Committee, and serves as Chairwoman of the Subcommittee 
on Commerce, Manufacturing, and Trade. She received her BFA 
from the University of Southern California in 1984. 

Congressman Stephen Lynch has represented the Ninth District 
of Massachusetts since 2001. He currently sits on the Financial 
Services Committee, and the Committee on Oversight and Govern- 
ment Reform, where he serves as Ranking Member of the Sub- 
committee on Federal Workforce, U.S. Postal Service, and Labor 
Policy. He received his bachelor of arts degree from Wentworth In- 
stitute of Technology and his master in public administration in 
1998, from Harvard. 

Without objection, all of the witnesses’ written statements will be 
entered into the record in their entirety. And I ask that you please 
summarize your testimony in 5 minutes or less. And we will start 
out with Congressman Rogers, since I kind of respect seniority. 

TESTIMONY OF THE HONORABLE HAROLD ROGERS, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF KEN- 
TUCKY 

Mr. Rogers. I thank you, Mr. Chairman. Chairman Sensen- 
brenner. Ranking Member Scott, Mr. Gowdy, and other Members 
of this great Committee, thank you for granting me a few minutes 
to speak on an epidemic that quietly began in rural parts of Ken- 
tucky, West Virginia, and Virginia, one doctor at a time, and now 
grips every corner of our great Nation in prolific fashion. As you 
will no doubt hear from the panelists and fellow Members of the 
Congressional Caucus on Prescription Drug Abuse, the statistics 
about this problem speak volumes. 

In 2010, Mr. Chairman, 254 million prescriptions for opioids 
were filled in the U.S. That is enough painkillers to medicate every 
single American adult around the clock for a month. ONDCP has 
identified prescription drugs as the fastest growing drug problem, 
easily eclipsing cocaine and heroin abuse. 

Our military soldiers are coming back from war hooked on these 
pain pills. In the last 2 years, over 150 soldiers have died from 
overdoses. In my home state, we are losing about 82 people a 
month to prescription drug abuse. More than car crashes. Our med- 
icine cabinets are more dangerous than our cars. 

But statistics are just numbers. The four of us on this panel each 
have been touched in a personal way by this tragedy. In some 
counties in my district, Mr. Chairman, 50 percent of all children 
are living in a home without their parents, over half, in large part, 
because of prescription drug abuse. 

I have met with single moms struggling to get through drug 
court, kids living with foster parents, unsure of where their real 
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parents are. We have lost mothers, grandfathers, police officers to 
this scourge. My home county sheriff, Sam Catron, community 
leader, personal friend, dedicated public servant, was assassinated, 
because of his pursuit of prescription drug traffickers. A tragic loss. 
My field representative’s nephew, a physician in my district, was 
shot down, senselessly, by a disgruntled drug abuser unable to get 
his fix. 

The most dangerous job in my district? The driver of a delivery 
truck, UPS, FedEx, carrying drugs by mail. I suspect my colleagues 
have similar stories that they would share. This epidemic touches 
big city movie stars and rugged mountain men, and it has to stop. 

We all recognize that this problem will require a coordinated 
multi-pronged approach that incorporates law enforcement, treat- 
ment, education, and research. I have worked closely with Con- 
gressman Frank Wolf, to stand up a leading grant program in the 
Department of Justice, which supports State-run prescription drug 
monitoring programs. PDMPs monitor the sale and purchases of 
controlled substances, bridging the gap between legitimate medical 
need and potential misuse. 

Since 2002, we have seen the number of States with authorized 
PDMPs triple from 15 to 48. That is a huge accomplishment, but 
our work is nowhere near done. The next challenge will be facili- 
tating the secure interstate exchange of data among these PDMPs, 
so we can eliminate once and for all the doctor shopping which has 
fueled the pill pipeline around our country. 

In the next few weeks, I plan to introduce legislation to support 
the DOJ in opening up lines of communications between States. At 
the appropriate time, I would request that you give this bill, Mr. 
Chairman, your immediate consideration. 

I also helped to establish an organization in my congressional 
district called Operation UNITE, standing for Unlawful Narcotics, 
Investigations, Treatment, Education. It is a bright star in our 
charge to empower our youth and create an anti-drug culture, and 
knock out abuse for good. So far, on the law enforcement side of 
that organization, it covers some 42 counties. Those undercover 
agents, some 30 of them, have sent to the prison around 4,000 
pushers, in just my district. 

UNITE, with its focus on investigations, treatment, and edu- 
cation, is a fantastic model, ripe for replication around the country. 
Operation UNITE is the lead sponsor for the national RX drug 
summit later this spring in Florida. 

Collectively, Ms. Bono Mack, Mr. Rahall, Mr. Lynch, and others 
have introduced a number of bills focused on law enforcement, pre- 
scriber education, and research that would help to curb the rising 
tide of abuse. Many of them have been referred to this Sub- 
committee. 

While I appreciate the opportunity to elevate this issue, which 
continues to plague my people and communities around the coun- 
try, I would much rather see your Subcommittee mark up these 
bills, move the ball forward, and take decisive action to end this 
debilitating drug problem. And I stand ready, Mr. Chairman, Mem- 
bers of the Committee, willing and able to assist you in any way 
that you might request. 

[The prepared statement of Mr. Rogers follows:] 
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Congressman Hal Rogers 
Statement for the Record 

March 7, 2012 

House Judiciary Committee 

Subcommittee on Crime, Terrorism and Homeland Security 
“The Prescription Drug Epidemic in America” 


Introduction 

Chairman Sensenbrenner, Ranking Member Scott and other distinguished Members of the 
subcommittee, as Co-Chairman of the Congressional Caucus on Prescription Drug Abuse, I 
would like to thank you for affording me the oppoitunity to share some insights about an 
epidemic that has touched every corner of our great nation and which threatens the very fiber of 
our American culture. 

Over a decade ago, prescription drug diversion began to wreak havoc on communities in my 
region of Appalachian Kentucky. Local hospitals were experiencing more than an overdose per 
week, families had been overrun by pain pills, and a feeling of hopelessness had begun to 
pervade the entire region. These powerful drugs intended to manage pain were suddenly 
creating pain in the form of overdoses, crime and uncontrollable addiction. While the first wave 
hit Appalachia, this second wave is hitting America. 

Now the diversion of prescription pills is the fastest growing drug problem nationwide with 
abuse transcending state lines and socio-economic groups. According to the most recent Centers 
for Disease Control (CDC) data, more people are losing their lives to prescription painkiller 
overdoses each year than to heroin and cocaine combined. In my state of Kentucky, the picture 
is even more dire. We are losing 82 people a month to this epidemic, which is a higher rate than 
car accidents; tragically, our medicine cabinets are more deadly than our cars. The human 
element aside, the non-medical use of prescription drugs costs health insurers up to $72.5 billion 
annually in direct health care costs. 

We in Congress have a special responsibility to approach this problem thoughtfully and 
proactively, with an eye to solutions that can curb tbe rising tide of prescription drug abuse to 
save our people’s lives. For that reason, I joined with my esteemed colleague Mary Bono Mack 
in establishing the Congressional Caucus on Prescription Drug Abuse. Those of us on the caucus 
recognize that combating this problem will require a multi-disciplinary approach, incorporating 
law enforcement, education, treatment and research, and collaboration at all levels of 
government. 

Importance of State-Run Prescription Drug Monitoring Programs 

For over a decade, state-run Prescription Drug Monitoring Programs (PDMPs) have been among 
the most effective and accessible tools to combat prescription drug diversion and abuse, bridging 
the gap between legitimate medical need and potential misuse. PDMPs acknowledge that a 
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family doctor, a neighborhood pharmacist and a local law enforcement officer are all critical to 
keeping these drugs from diversion or abuse. Monitoring programs track vital prescription data 
so that doctors and phannacists know when a prescription is being abused and investigators can 
root out bad doctors who are aiding drug dealers and addicts. 

In the Commonwealth, the Kentucky All Schedule Prescription Electronic Reporting System 
(KASPER) has had unprecedented success in bringing this problem under control. Tn 2008, 
KASPER processed nearly 418,000 requests for patient prescription information. Of the 94% 
which came from the medical community, including physicians, ER doctors and pharmacists, 
nearly three-quarters of them say KASPER is “important” in helping to ascertain patient 
intentions and patterns, and to feel comfortable writing prescriptions for patients truly in need of 
medical attention. Tn the same year, just over 1 1,000 KASPER requests came from the law 
enforcement community, and 96% of these KASPER users agree that the PDMP is an excellent 
tool for obtaining evidence in criminal investigations. 

These reports create informed decision-making for good medicine and good law enforcement. T 
have heard anecdotally of countless occasions where KASPER has helped a doctor provide 
better patient care or a law enforcement official interrupt a crime. Since 2002, the Ef S. 
Department of Justice Prescription Drug Monitoring Grant Program has awarded over $62 
million to nearly every state to plan, implement and enhance similar state-run programs. 

Because of these efforts, thirty-five other states are catching on with operational PDMPs, 
perhaps most notably Florida, where just twelve short months ago almost 90% of the oxycodone 
was prescribed in the U.S, Only two states have yet to authorize a PDMP, and Missouri is 
blazing forward thanks to the tireless work of State Senator Kevin Engler. Nationwide, since 
2003, there has been a 2,596% increase in the number of prescription reports produced by state- 
run PDMPs annually - but challenges still persist. 

Through interstate doctor shopping, such as that which was occurring between South Florida and 
Appalachia, unscrupulous drug dealers have found a mechanism to circumvent these vital state- 
based tracking systems. Critical to shutting down this pipeline will be the next generation of 
PDMP. In recent years, DOJ has acknowledged the importance of facilitating secure interstate 
data sharing among PDMPs and has supported the development of national standards to enable 
such interoperability, as well as an interstate data sharing “hub.” 1 am proud that the hub was 
successfully piloted between Kentucky and Ohio, two of the premiere PDMPs in the country. 
Further, DOJ is poised to support the engagement of additional states with this hub through the 
formalization of the Prescription Monitoring Information Exchange (PMTX) Architecture, a 
formal set of technical requirements with which existing and future interstate data sharing hubs 
must comply to enable state-to-state communication. 

I am pleased that important steps have recently been undertaken to facilitate interstate data 
exchange, but more still needs to be done. Last year, I authored legislation included in our final 
FY12 Appropriations bill that will allow the Department of Veterans Affairs to interface with 
state-run PDMPs, which will be integral to supporting our brave military men and women 
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returning from theater. I am also pleased to announce that in the next few weeks, I’ll be 
introducing another bill, alongside a Senate companion, to support states from a technical 
perspective as they move towards interoperability. This bill likely will be referred to your 
subcommittee, and given the urgency and precariousness of the situation, I would appreciate 
your hasty consideration of this important legislation. 

Collaboration of Federal, State, Local and Regional Larv Enforcement 

While PDMPs are perhaps the most accessible tool at the disposal of medical community, we 
must not understate the importance of collaboration among our federal, state, local and regional 
law enforcement partners in shutting down the pill pipeline and putting bad actors behind bars. 

This Administration, under the leadership of Office of National Drug Control Policy (ONDCP) 
Director Gil Kerlikowske, has rightfully made prescription drug abuse a top priority. While 
approaching the problem with a wide-angle lens, law enforcement has been a key cog in the 
wheel. For example, after I engaged Attorney General Holder about the dire situation in South 
Florida last year, the Drug Enforcement Agency (DEA) moved three tactical diversion squads to 
that region to crack down on the pill mills which were funneling drugs all across the eastern 
seaboard. Through Operation Pill Nation, over 100 individuals were arrested, over $19 million 
in cash and assets seized and a number of suspension orders issued to rogue doctors and 
pharmacies. In just a year, there has been a 97% decrease in oxycodone purchases by doctor in 
Florida, and the number of Florida doctors in the nationwide list of the top 100 purchasing 
physicians dropped from 90 to 13. 

This is a prime example where collaboration among law enforcement officials can bring about 
dramatic and positive results. Agencies participating in Operation Pill Nation include: the 
Broward County Sheriffs Office, Palm Beach County Sherriff s Office, Miami-Dade County 
Police Department, Hollywood Police Department, Sunrise Police Department, Fort Lauderdale 
Police Department, the Florida Highway Patrol, the Florida Department of Health, and the 
Florida Department of Law Enforcement. In my region of Kentucky, I have seen DEA work 
hand-in-hand with state and local law enforcement, as well. This is a model we must continue to 
replicate across the country, particularly as federal, state and local budgets continue to be 
squeezed. 

As we have successfully cracked down on the problem in South Florida, pill mills are popping 
up in other hot spots, notably Tennessee, Georgia and my region of Kentucky. For this reason, 
we must be ever vigilant and allocate our scarce law enforcement resources with precision. I am 
proud to support legislation sponsored by Congressman Vern Buchanan of Florida that would 
employ the full gamut of federal resources to crack down even more aggressively on these pill 
mills, and I am exploring the possibility of introducing legislation that would provide the DEA 
greater flexibility to track the prescription drug supply chain through the Automation of Reports 
and Consolidated Orders System (ARCOS). 

Community Engagement, Education <S Treatment 

While monitoring programs and law enforcement have risen to meet the challenges of 
identifying abuse and diversion, buy-in from local communities might be the single most 
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important factor in developing an anti -drug culture in towns across the country. T was proud to 
welcome Director Kerlikowske to my congressional district last year. When I showed him the 
front page of our local paper, there were some notable omission - no stories about the town fair 
or the community pot lock. The front page was chalk full of articles about prescription drug 
abuse - arrests, thefts, the abandonment of children, and tragically, deaths. To spend a few days 
in my district, one would think that the situation is truly cyclical and hopeless. However, while I 
believe the Director has appreciation for the challenges we’re facing with the abuse of these 
drugs in Kentucky, 1 don’t think he left with that impression that we can’t pull ourselves out of 
this mess. 

In Southern and Eastern Kentucky, we’ve been employing a multi-pronged approach to 
combating this abuse for years through Operation UNITE. Since inception, more than 3,100 
addicts and non-violent offenders who have fallen prey to this scourge have participated in a 
UNlTE-funded drug court or treatment program, restoring hope and creating opportunity. In 
addition, 93 schools in 23 southern and eastern Kentucky counties have a UNITE club, 
encouraging our children to remain drug-free and offering counseling programs. There are 
countless UNITE Community Coalitions throughout my congressional district, which support 
educational and faith-based conferences, medical symposiums, technical trainings and health 
care workshops. Many of these coalitions have received federal support through the Office of 
National Drug Control Policy (ONDCP) Drug-Free Communities Grant program. Operation 
UNITE is a bright star in our charge to empower our youth, create an anti -drug culture and knock 
out abuse for good, and a clear indication that our tight against drug abuse is rooted in small 
communities across the country. 1 am pleased that Director Kerlikowske had a desire and an 
opportunity to witness first-hand the positive impact of this program in our region, and hope that 
it is a model that can be replicated in communities across the nation. 

Research 

Finally, we must continue to support research in the pharmaceutical industry and in academic 
settings which lead to innovation both in the treatment of pain and in the science of recovery. 
Tremendous strides have been made by researchers on the development of abuse-deterrent 
formulations of pain medication, which will be vital to ensuring that patients with legitimate 
needs continue to have access to these life-changing drugs, as well as alternatives to the 
traditional replacement therapy treatment paradigm. To that end, we must push for a regulatory 
environment which encourages such innovation and gets new, safe drugs to the marketplace 
while also ensuring that insurance companies have the adequate incentives to cover drugs and 
treatments aimed at curbing the abuse of these prescription medications. 

Conclusion 

This will take a collaborative, multi-pronged effort — law enforcement, treatment, education and 
research are all a part of the puzzle - and 1 am grateful to have the opportunity to share my 
perspective with you in the course of this important hearing, f encourage you and all the 
members of this subcommittee to take to heart all that has been said about the need for legislative 
action. It is one thing to listen solemnly about the plight of families, soldiers and children 
around the country; it is quite another to take meaningful and decisive action. The Judiciary 
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Committee, and specifically this subcommittee, is in a position to take just the decisive action we 
so desperately need on the streets of Boston, in suburban parts of LA, and countless communities 
in the South. A number of bills under your purview, to include H.R. 1065, the Pill Mill 
Crackdown Act, H.R. 1925, the Prescription Drug Abuse Prevention and Treatment Act, and 
H R. 2119, the Ryan Creedon Act, would do wonders for my people struggling with addiction 
and thousands of others around the country. I urge you to give these important pieces of 
legislation serious consideration. Thank you. 


Mr. Sensenbrenner. Thank you very much, Mr. Rogers. And I 
understand that you have an appropriations meeting to go to. So, 
I think it is best we excuse you. But don’t forget the appropriation 
for our Subcommittee for our Subcommittee, please. [Laughter.] 

Mr. Rogers. Rest assured, Mr. Chairman. 
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TESTIMONY OF THE HONORABLE NICK J. RAHALL, II, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF WEST 

VIRGINIA 

Mr. Rahall. Thank you, Mr. Chairman. I appreciate the oppor- 
tunity to he before your distinguished Committee today. And while 
I do outrank Mr. Rogers in seniority, I certainly agree with you 
yielding to him first, as the Chairman of the Appropriations Com- 
mittee, and my dear friend and neighbor from across the river, in 
my district. 

Mr. Sensenbrenner. Praise will get you a long way, my friend. 

Mr. Rahall. I appreciate that, Mr. Chairman. And I certainly as- 
sociate myself with his testimony, and commend him for his efforts 
in organizing UNITE, to which he referred in his testimony. I ap- 
preciate the efforts of my colleague from California, Ms. Bono 
Mack, and from Massachusetts, Mr. Lynch. 

This is an issue that crosses all partisan lines, philosophical 
lines, class lines, every line in our society. This issue crosses and 
affects all of us. 

I will be presenting testimony to the Subcommittee on behalf of 
law enforcement officials from my district, healthcare professionals, 
and community leaders. And I am sure this Subcommittee will 
make this testimony public in our continued efforts to educate the 
public and the American people as to this tremendous epidemic 
that faces all of us. 

It was once described as America’s silent epidemic, but it can 
now be openly witnessed any hour, any day, or any night on count- 
less street corners across the country. It is the crippling epidemic 
of prescription drug abuse that we are facing. And every day we 
face new stories and reports of overdoses, deaths, accidents, fami- 
lies torn apart by the vicious cycle of prescription drug abuse. 

Headlines such as this, dealing with addiction in McDonough 
County, in my district. These appear every day in every newspaper. 
And believe you, me, they are touching stories about how these 
communities are trying to deal with this vicious cycle. 

Unlike cocaine or heroin, as Mr. Rogers has said, prescription 
drugs are legal, frequently prescribed by caring physicians, lead by 
the principle oath of “First, do no harm.” Yet, alarming statistics 
show that children and adults are blind to the harmful con- 
sequences of these drugs. Even as they become addicted, paying 
upwards of $150 per pill to buy them on the black market. 

Distressingly, my home State of West Virginia has our Nation’s 
highest rate of drug-related deaths. In fact, between 2001 and 
2008, more than 9 out of 10 of those deaths involved prescription 
drugs. And incredibly, as Mr. Rogers has, again, pointed out, drug 
overdoses now kill more West Virginians than car accidents. 

But the alarming use and deaths by prescription drugs is not 
just in West Virginia. As our other distinguished Members will tes- 
tify, it is across this country. And I could go into the figures, Mr. 
Chairman, but you have those figures as well, about what drug 
overdose death rates are in this great country, how they have tri- 
pled since 1990, and have never been higher in our Nation’s his- 
tory. 

I have met numerous times with law enforcement, community or- 
ganizations, educators, physicians, and many more of my constitu- 
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ents. We have had drug summits, and we will continue to have net- 
working processes in which we try to involve all aspects of our com- 
munity, and to involve those that are personally affected, to get 
them to get to communicate. If they don’t want to openly, at least 
at these networking seminars, with those law enforcement officials 
with whom, perhaps, they have been afraid to have contact in the 
past, but now find a forum, and find other people in like cir- 
cumstances as them, and which their fear is no longer preventing 
them from coming forward and telling what is happening on the 
streets, and how they feel the problem can be addressed. 

So, these networks are important. This hearing is vitally impor- 
tant. We must strengthen drug diversion, educate our children and 
adults on prevention, work with the medical community on addic- 
tion and pain treatment, and treat and rehabilitate those that are 
affected by this vicious addiction before they succumb to the death 
spiral. 

There are a number of pieces of legislation I and my colleagues 
have joined in cosponsoring. This Subcommittee is certainly aware 
of those. And I leave it in your wisdom to join these bills, perhaps, 
or to pick, as you see as most appropriate, which bills should make 
it to the floor of the House of Representatives. But many bills will 
establish mandatory physician and consumer education, as well as 
authorizing Federal funding to help States create and maintain 
prescription drug monitoring programs that all States can access. 

This is one of the bills that I have introduced. It would set up 
a uniform system for tracking painkiller-related deaths, helping 
States and law enforcement personnel to be able to manage and re- 
port data. The West Virginia State Police, our attorneys general, 
and even physicians all consistently stress the need to access a pre- 
scription drug monitoring system that is shared between State 
lines and updated in real time. 

So, Mr. Chairman, I urge you and this Subcommittee to consider 
and move forward on legislation that encompasses the provisions 
I have mentioned, and many others. Let us act with dispatch and 
compassion, with an acute understanding of the enormity of the 
challenge before us. 

I conclude by thanking you once again for conducting this hear- 
ing, and allowing me and my colleagues to be with you. 

[The prepared statement of Mr. Rahall follows:] 
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Testimony of U.S. Rep. Nick J. Rahall (WV03) 

“The Prescription Drug Epidemic in America” 

Committee on the Judiciary, Subcommittee on Crime, Terrorism and Homeland Security 
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2141 Rayburn House Office Building 


Thank you Chairman Sensenbrenner and Members of the Subcommittee for this hearing. 
Thank you to my colleagues - my good neighbor and Chairman of the Appropriations 
Committee, Hal Rogers, and Congresswomen Mary Bono Mack and Congressman Stephen 
Lynch - all tremendous leaders on our fight to stop this epidemic. 

I appreciate the opportunity to appear before the Subcommittee and to submit statements 
on behalf of the law enforcement officials, health care professionals, and community leaders I 
represent. I encourage the Subcommittee make available the full record of this hearing to 
facilitate a deeper understanding of the dnjg challenge before us and the need for legislative 
action by the Congress. 

What was once described as America's "Silent Epidemic," can now be openly witnessed 
any hour, day or night, on countless street corners across the country. It is the crippling epidemic 
of prescription drug abuse that we are facing. Every day, news stories report overdoses, deaths, 
accidents and families tom apart by the vicious cycle of prescription drug abuse. 

And, the cycle is certainly vicious. 

Unlike cocaine or heroin, prescription drugs are legal; frequently prescribed by caring 
physicians, led by the principle oath of “first, do no harm.” Yet, alarming statistics show that 
children and adults are blind to the harmful consequences of these drugs - even as they become 
addicted - paying upwards of $ 1 50 per pill to buy them on the black market. 

Distressingly, West Virginia has our nation's highest rate of drug-related deaths. In fact, 
between 2001 and 2008, more than nine out of ten of those deaths involved prescription drugs. 
Incredibly, drug overdoses now kill more West Virginians each year than car accidents. 

But the alarming use and deaths by prescription drugs is not just in West Virginia. As the 
other distinguished Members of this panel can tell you, they are seeing and hearing of this 
epidemic from their communities, as well. 

Drug overdose death rates in the United States have more than tripled since 1990 and 
have never been higher. In 2008, more than 36,000 people died from drug overdoses, and most 
of these deaths were caused by prescription drugs. From newborn babies addicted to opiates to 
seniors overdosing, this nationwide problem knows no boundaries and it needs national attention. 

I have met numerous times with law enforcement, community organizations, educators, 
physicians, and many more of my constituents. Clearly, fighting back against prescription drug 
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abuse will take the efforts of an entire village with detennination and persistence and the 
coordination of federal, state, and local resources and networks. 

We must strengthen drug diversion, educate children and adults on prevention, work with 
the medical community on addiction and pain treatment, and treat and rehabilitate those affected 
by vicious addiction before they succumb to the death spiral. 

I, and my distinguished colleagues, have put forth and supported legislation that aims to 
combat prescription drug abuse. We know that something more needs to be done from a federal 
level, and that’s why I introduced H.R. 1925, the Prescription Drug Abuse Prevention and 
Treatment Act. This bill would implement multiple measures essential to combating prescription 
drug abuse - education and training, monitoring, evaluation and enforcement - and it provides a 
good guideline to coordinate federal, state, and local efforts to fight this epidemic. 

The bill establishes mandatory physician and consumer education, as well as authorizes 
federal funding to help states create and maintain prescription drug monitoring programs that all 
states can access. The bill would also set up a uniform system for tracking pain killer-related 
deaths, helping states and law enforcement manage and report data. The West Virginia State 
Police, our state’s Attorney General, and even physicians all consistently stress the need for 
access to a prescription drug monitoring system that shared between state lines and updated in 
real time. 

I know my colleagues have authored and support similar bills, like H.R. 2119, the Ryan 
Creedon Act, which also seeks to implement targeted physician education on prescription drug 
abuse and addiction. 

These bills address the critical issues that ought to be part of this Subcommittee’s efforts 
to craft legislation to assist our states and communities in combating prescription drug abuse. 

From the evidence submitted to this Subcommittee, one unmistakable conclusion 
emerges. The toll of destruction and devastation heaped upon America's families and our 
economy by this epidemic demands the United States Congress must act. and act swiftly. 

I urge you, Mr. Chairman, to strongly consider and move forward on legislation that 
encompasses the provisions I’ve mentioned. Let us act with dispatch and compassion and with 
an acute understanding of the enormity of the challenge before us. 

I thank you for your time today, and with the aid of legions of willing and able 
community professionals and leaders throughout the country, 1 look forward to working with you 
and my colleagues in the coming weeks and months to fashion a national response. 
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Mr. Sensenbrenner. Thank you very much, Mr. Rahall. 
Ms. Bono Mack. 
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TESTIMONY OF THE HONORABLE MARY BONO MACK, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI- 
FORNIA 

Ms. Bono Mack. Thank you, Mr. Chairman. I am honored to be 
here with my colleagues, as you hold this critically important hear- 
ing on the growing and deadly dangers prescription drug abuse 
poses to our Nation. 

One incident last year, in particular, graphically captures the se- 
riousness of this issue. On June 19th, in Medford, New York, a 
man walked into a pharmacy and murdered four people for 11,000 
tablets of Hydrocodone. One of those gunned down was a 33-year- 
old customer, who was just engaged to be married. Instead, she 
was buried in her wedding dress. A 17-year-old pharmacy employee 
was also killed, and later buried in her prom dress, along with her 
high school diploma. 

This senseless tragedy is just one example of a growing wave of 
drugstore robberies by prescription drug addicts. But it is also part 
of a larger rapidly escalating struggle nationwide against prescrip- 
tion drug abuse and addiction, which is expected to claim the lives 
of nearly 30,000 Americans this year. Just last weekend, I met in 
California with dozens of parents who have lost children to this 
horrible epidemic. 

Two classes of medicines, painkillers, and insomnia and anxiety 
drugs, are responsible for about 70 deaths and nearly 3,000 emer- 
gency room visits every day. That is right, a day. And these are 
truly stunning numbers. 

But what is very insidious is the way these powerfully addictive 
narcotic prescription drugs quickly turn people, without any real 
emotional or physical problems into desperate people suddenly fac- 
ing life-or-death struggles. Few things are more destructive. 

According to the CDC, drug overdose is now the leading cause of 
injury death in the United States, not just in West Virginia, but 
in the United States, in large part due to prescription drug abuse. 
It is not hard to understand why. Today, some 12.5 million Ameri- 
cans regularly abuse prescription drugs, and the problem, as I have 
said, is growing rapidly. There are approximately 7,000 new abus- 
ers every day, many of them teenagers and young adults. 

This alarming trend, now a health epidemic, according to CDC, 
is taking a huge toll on society. Today, the abuse of prescription 
drugs, especially painkillers, stimulants, and depressants, is the 
fastest growing drug problem in America. 

As Chairman of the House Subcommittee on Commerce, Manu- 
facturing, and Trade, which has jurisdiction over consumer protec- 
tion, I have made combating prescription drug abuse a top priority. 
I believe there needs to be a national awakening about the threat 
this alarming epidemic poses to our families and to our commu- 
nities. Simply put, we are in the midst of an American tragedy. 

What can we do? For starters, we must do a better job of moni- 
toring and limiting access to prescription drugs containing con- 
trolled-release oxycodone hydrochloride, including the popular pain- 
killer and killer, OxyContin. 

Originally, OxyContin was intended to be prescribed only for se- 
vere pain, as a way to help patients dealing with last-stage cancer 
and other severe illnesses. Today, however, more and more people 
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across America are prescribed OxyContin, as well as other generic 
oxycodone drugs for less severe reasons, clinically known as mod- 
erate pain, greatly expanding the availability and potential for 
abuse of these powerful addictive narcotics. Someone with a tooth- 
ache or a sore knee should not be prescribed a potentially addictive 
painkiller. 

Clearly, expanded public education plays a role in addressing the 
problem, but we are not going to make any real progress until we 
limit access to these powerful narcotic drugs, and ensure that only 
patients in severe pain can obtain them. 

We must also improve prescriber education by getting doctors, 
dentists, nurse practitioners, and other prescribers up to speed on 
the dangers of addiction. Today, I have legislation pending in Con- 
gress, the Ryan Creedon Act, H.R. 2119, to accomplish this goal. 

The pervasiveness of prescription drug abuse made national 
headlines when Federal, State, and local law enforcement agencies, 
led by the DEA, cracked down on so-called pill mills in Florida, 
where painkillers were routinely dispensed just like M&Ms from a 
gumball machine. 

Congress needs to make it much more difficult for these rogue 
pain clinics to operate, and we should treat offenders like any other 
street drug dealer. By better coordinating the efforts of local. State, 
and national agencies, and by reducing the supply of highly addict- 
ive opioid painkillers, I am convinced that we can eventually save 
thousands of lives, and spare millions of American families from 
the heartache of addiction. Mr. Chairman, no child should ever be 
buried in a prom dress again, because we ignored this problem. 

And I just want to say, in closing, that this past weekend, when 
I met with these parents, a number of them spoke about a Dr. Lisa 
Tseng, in Rowland Heights, California, who is being charged for 
three counts of murder for supplying prescription drugs to young 
men, who all overdosed. These parents went and confronted the 
doctor, and she showed absolutely no remorse, whatsoever. And I 
think we should do all we can to ensure she is put away for a very, 
very long time, if she is found guilty. 

So, thank you very much for allowing me to testify today. 

[The prepared statement of Ms. Bono Mack follows:] 
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Statemenl of U.S. Representative Mary Bono Mack 
before the 

Suhcommillee on Olme, lerrorism, and Homeland Security 
Judiciary ('ommittee 
U.S. House ofRepresenlatives 

Mai-cb?, 2012 


Thank you, Mr. Chairman, for holding this critically important hearing on the growing and 
deadly dangers prescription drug abuse poses to our nation. One incident last year, in particular, 
graphically captures the seriousness of this issue. 

On June 1 9**^ in Medfoixl, New York, a man walked into a pharmacy and murdered four people 
for 1 1 ,000 tablets of hydrocodone - an opioid used to manufacture a long list of narcotic pain 
killers, including Vicodon, One of those gunned down was a 33-yeai‘-oId customer engaged to 
be mauled. Instead, she was buried in her wedding dress. A 1 7-year-old pharmacy employee 
was also killed and later buried in her prom dress along with her high .school diploma. 

Tliis senseless tragedy is just one example of a growing wave of drug store robberies by 
prescription dmg addicts. But it’s also part of a larger, rapidly escalating struggle nationwide 
against prescription dmg abtise and addiction, which is expected to claim the lives of nearly 
30,000 Americans this year. 

Just last weekend, I met in California with dozens of parents who have lost children to this 
honlble epidemic. 

Two classes of medicines - painkillem, and iiisonmia and anxiety dmgs - are responsible for 
about 70 deaths and nearly 3,000 emergency room visits a day. That’s right - a day. These arc 
truly stunning numbers. 

Why i.s it happening? Scientists tell us that childhood trauma, genetics, mental disorders, 
depression, stress, anxiety, thilll seeking, peer pressure, severe pain from injuries and illnesses 
and even the hoiTors of combat all contribute to prescription drug addictions, which often lead to 
ti'agic and avoidable deatlis. 

Rut what’s even more in.sidious is the way tliese powerfully addictive naicotic prescription drugs 
quickly turn people without any real emotional or physical problems into desperate people 
suddenly facing life-or-deatli stmggles. Few things arc more destructive. 

According to the Centers for Disejise Control and Prevention, diug overdose is the now leading 
cause of injiiiy death in the United Stales - in large part due to prescription drug abuse. 
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It’s not haixl to understand why. Today, some 12 and a half niillioii Americans regularly abuse 
prescription drugs, and the problem is growing rapidly. There arc apinoximately 7,000 new 
abusers every day - many of them teenagers and young adults. Tl\is alamiing trend - now a 
health epidemic, according to CDC - is taking a huge toll on society. 

Today, (he abuse of prescription drugs - especially pauikiilers, stimulants and depressants - is 
the fastest-growing drug problem in America. As Cliairman of the House Subcommittee on 
Commerce, Manufacturing and Trade — with jurisdiction over consumer protection - 1 have 
made combating prescription drug abuse a top priority. I believe there needs to be a Jiational 
awakening about the tinea! this alarming epidemic poses to our families and our communities, 
Simply put, we are in the midst of an American trogedy. 

What can wc do? For startcra, wcnuist do a belter job of monitoring and limiting access to 
prescription drugs containing controlled-rclease oxycodone hydrochloride, including the popular 
pain killer OxyContin. 

Originally, OxyContin was intended to be prescribed only for severe jrain as a way to help 
patients dealing with late-singe cancel' and other severe illnesses. 

Toclay, liowcver, more and more people across America are being prescribed OxyContin, as well 
as other generic oxycodone drugs, for less severe reasons - clinically known ns moderate pain - 
greatly expanding the availability and potential for abuse of these powerAilly-addIclive nai-ootlcs. 
Someone with a tootliaclie or a sore knee should not be prescribed a potentially addictive 
painkiller. 

Clearly, expanded jniblic education plays a role in addressing this problem, but weVe not going 
to make any real progress until we limit access to these powerful narcotic drugs and ensure that 
only patients in severe pain can obtain them. 

We must also improve prescriber education by getting doctors, dentists, nurse practitioners and 
Ollier piescribcrs up to speed on the dangers of addiction. Today, I have legislation pending in 
Congress, the Ryan Creedon Act, HR 21 19, to accomplish this goal. 

The pervasiveness of prescription drug abuse made national headlines when federal, state and 
local law enforcement agencies, led by (he Drug Enforcement Administration, cracked clown on 
so-called mills’^ in Florida, where painkillers were routinely dispensed like M&Ms horn a 
gumball macliine, 

Congress needs to make it much iimre difficult for these rogue pain clinics to operate, and we 
should treat offenders like any other street drug deal^'. By belter coordinating the efforts of 
local, state and national agencies - and by reducing the supply of higlily addictive opioi<l 
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painkillers - 1 am convinced that we can eventually save Ihousands of lives and spare millions of 
American families from the heartache of addiction. 

Mr. Chairman, no cliild shouki ever be buried in a prom dress again because we igiiorerl llii,s 
problem. 
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Mr. Sensenbrenner. Thank you very much. 

Mr. Lynch. 

TESTIMONY OF THE HONORABLE STEPHEN F. LYNCH, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF MASSA- 
CHUSETTS 

Mr. Lynch. Thank you, Mr. Chairman, and Ranking Member 
Scott, for your kindness in allowing us to testify on this important 
issue. 

My colleagues have told the story of drug abuse in America 
today, but I do want to amplify the issue that Ms. Bono was speak- 
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ing about, and that is OxyContin. I will associate myself with the 
remarks of the 3 previous speakers, and rather than take my whole 
5 minutes, I just want to offer a couple thoughts. 

Number one, this OxyContin is so powerful, it is so powerful that 
in a very limited period of time a person who is prescribed this be- 
comes addicted. And we have seen stats now that 99 percent of ad- 
dicts who are involved with heroin, that are in facilities today in 
the United States, started on OxyContin. And the pattern is that 
they stay on OxyContin until they are financially unable to do so, 
and then they switch over to heroin, which is much, much cheaper. 

But when you allow a company to create a product that is so 
powerfully addictive that in a very short time they create cus- 
tomers for life, that is a very troubling situation. It got so bad in 
my district that I had to create, well, a residential rehab facility, 
first, for boys, and then later for girls, because these kids are get- 
ting addicted so young, there is nowhere else to send them. We 
didn’t have any adolescent rehab facilities in my State. So, we had 
to create two. 

We have a situation now where Perdue Pharma lost their exclu- 
sivity, and now OxyContin is going to go generic. This is tremen- 
dously powerful. And think about this, the profits here are enor- 
mous. We are creating a national healthcare system that will allow 
all of these people to continue to financially get the support from 
these pill mills, the drug from these pill mills, having the American 
taxpayer contribute to that. So, this is a very, very dangerous situ- 
ation. 

And I noticed that on March 1, OxyContin was actually pulled 
from the shelves in Canada. That is according to the Toronto Star 
and the CBC news. I sponsored legislation here in Congress several 
years ago to remove OxyContin from the market. But, let’s face it, 
there are so many drug company lobbyists up here that that bill 
didn’t have a prayer, because the pharmaceutical company lobby- 
ists outnumber Members of Congress probably 7 to 1. 

We have a serious problem here. And I commend you for giving 
us the time here to try to address it. And I commend my colleagues 
for the fights that they are making in their own districts, and now, 
hopefully, we will be able to collectively use our experience to push 
this issue nationally. 

So, I thank you for your time. I appreciate it. And I yield back 
the balance of my time. 

[The prepared statement of Mr. Lynch follows:] 
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TESTIMONY BEFORE THE 

HOUSE COMMITTEE ON THE JUDICIARY SUBCOMITTEE ON CRIME, 
TERRORISM AND HOMELAND SECURITY 
THE PRESCRIPTION DRUG EPIDEMIC IN AMERICA 
WEDNESDAY, MARCH 7, 2012, 10:00 A.M. 


REPRESENTATIVE STEPHEN F. LYNCH 


Good morning, Mr. Chairman, ranking member Scott and Members of the Committee. First let 
me thank you for providing my colleagues and me with the opportunity to testify on the very 
important issue of prescription drug abuse. 

1 appreciate that this is a broad hearing on the issue, which is appropriate, because it is multi- 
layered and has wide-ranging impact. 

Piescription ding abuse in the United States is an epidemic, plain and simple. 

In fact, according to the centers for disease control (CDC), prescription drugs cause most of the 
more tlian 26,000 fatal overdoses each year. 

If that many people died from avian flu or some oAict \anis it would make headlines around tlie 
world. And that is part of the problem we face. There is a misperception about substance abuse 
that prevents many people from identifying it as the problem it Is. That in turn makes it more 
difficult to find a real solution. 
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My colleagues and I are here today to refute that misperception, to testify that this is not an inner 
city problem or a problem that affects only those who have made the ^sTong choices in life. 

The four of us, Mr. Rogers, Mr. RahalK Ms. Bono Mack, and myself, represent districts that 
individually and together relied the diversity of America, 

Many of our constituents struggle with prescription drug addiction and its consequences. 

Abuse of prescription medicine, especially pain relievers, is a major problem nationally, and 
particularly in Massachusetts, where deaths, emergency room episodes and admissions for 
treatment related to non-heroin opioids has skyrocketed in recent years. Of the five thousand 
adults admitted to recovery home in Mas.sachuseits in 2011, nearly 30% listed “other opiate”. 

I have been exposed to this problem since before 1 entered elective office and continue to be 
frustrated by its proliferation. 

'llie Boston Public Health Commission reports in its “Health of Boston 2010”, that the substance 
abuse treatment rate for my neighborhood of Soutli Boston is 48 admissions per 1000 residents. 
That’s nearly 5 % of the population. And those are only the people who arc getting help. Sadly, 
the report also revealed that South Boston had the highest average annual opioid mortality rate in 
the City of Boston. 

A regional, newspaper, The Quincy Patriot Ledf^er, reported recently tliat an overdose claims 1 
life every 8 days in Massachusetts Soutli Shore communities. And there is no distinct pattern to 
the victims. With a median age of 41 years, they are homemakers, professionals, students, and 
laborers. Addiction does not discriminate. 

We spend precious public and private dollars on substance abuse programs to help indixdduals 
and families who have chosen to face the problem and get help. There are many dedicated 
people in the treatment community who are doing wonderful work. But they arc treating 
increasing numbers of nev^' and relapsed admitants, very ollen with shrinking budgets. 
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About five years ago, tlie Massachusetts bureau of substance abuse sertdces launched a pilot 
program of providing naloxone (nal-ox-one) — a medicine that blocks opioids and reverses opioid 
overdose - to people considered high risk. The program met with such success that the state of 
Massachusetts expanded it. While this is positive new's, there needs to be a better way to prevent 
an overdose. We need to prevent it ftom getting to that point. 

Prescription pain medication helps many people suffering from a range of chronic and temporary 
conditions. But for some, exposure to pain medication, whether prescribed or obtained through 
other non-nefarious means, can be (he beginning of a long, tragic battle. We are all aware of the 
slippery slope associated with addiction to prescription drugs. 99% of individuals entering 
treatment facilities who report heroin use started with prescription medication like oxycontin. 

We, more than most, are in a position to do something about It. 

Jn addressing the problem we need to consider the myriad contributing factors. We need to look 
at composition and marketing of these addictive drugs, the regulatory approval process and 
labeling requirements. We need to improve training and education for all parties - medical 
professionals, law enforcement government and individuals and families. And we need to deal 
with access to and disposal of these drug.s. Thi.s is a complex problem that will require a 
coordinated effort to solve. 

T commend my colleagues on the congressional prescription drug abuse caucus for their 
legi.slative efforts and look forward to continuing to work with them on this very important issue. 

1 hank you again, Mr. Chairman, for recognizing the importance of this topic. 


Mr. Sensenbrenner. Thank you, Mr. Lynch. 

I would like to thank all of the Members of Congress who took 
time out of their schedules to come and testify here, as well as the 
Members on the Subcommittee who have come and listened to all 
of these graphic stories. And I am sure that this is just the tip of 
the iceberg. This is a very serious issue. It is one that needs to be 
addressed, and it needs to be addressed in the proper manner. 

Does the gentleman from Virginia have anything else he wants 
to say or to insert into the record? 
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Mr. Scott. Yes, Mr. Chairman. Another Rand study showing 
that demand investments work better than supply control. 

Mr. Sensenbrenner. Without objection, the material is inserted. 
IThe information referred to follows:! 


RAND 


Controlling Cocaine 


Supply Versus Demand 
Programs 


C. Peter Rydell 
Susan S. Everingham 


Prepared for the Office of 
National Drug Control Policy 
United States Army 


DRUG POLICY RESEARCH CENTER 


Approved for public release; distribution unlimited 
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TIic rojscarch deatLiibod in this report was sponsored by the Oflice of National 
Drug Control Policy, by the United States Army, and by RAND’s Drug Policy 
Research Center with funding from The Ford Foundation. 


ISBN: 0-8330-1552-4 


RAND is a nonprofit institution that seeks to improve public policy through 
research and analysis. RAND’s publications do not necessarily reflect the 
opinions or policies of its research sponsors. 


Published 1994 by RAND 

1700 MLiin Street, P.O. Box 2138, Santa Monica, CA 90407-2138 
To order RAND documents or to obtain, additional information, contact Distribution 
Services: Telephone: (310) 451-7002; Fax: (310) 451-6915; Internet: order@rand.org. 
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SUMMARY 


The current cocaine epidemic in the United States started in the late 1960s, picked 
up momentum during the 1970s, and is still going strong in the 1990s. The number 
of cocaine users peaked in the early 1980s at aboui'9 million, and has gradually 
decreased to a Utile more than 7 million today. However^ that downward trend in Ihe 
total number of users is misleading, because a decline in the number of light users 
has masked an increase in the number of heavy users.* 

Heavy users consume cocaine at a rate approximately eight times that of light users, 
so the upward trend in consumpUon by heavy users roughly cancels (he downward 
trend hi consumption by Ught users. *lhe result is that total consumption of cocaine 
in the United States has remained at its mid-19B0s peak for almost a decade (see 
Pigurc S.11. 


Figures. I ^Cocaine Consumption, byTVpoofUser: 1972*1992 


*TUs analysis defines 'Iteavy use" 3$ once a week or more and Ught use" as at least once a year, bui less 
than weekly. At the end of 1992, there were an estimated 5.6 milUon light users and 1.7 miltioa heavy 
users, by these definitions. 
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xii ControUir^ Cocaine: Supply Versus Demand Programs 


The persistence of high leveis of cocaine consumption indicates the magnitude of die 
cocaine problem and the need for government to think carefully about its response. 
Part of thinking carefully includes estunating the relative cost-effectiveness of vari- 
ous avail able interventions. Four such interventions analyzed in tliis report a re: 

• Source-country control: coca leaf eradication; seizures of coca base, cocaine 
paste, and the final cocaine product in the source countries (primarily Peru, 
Bolivia, and Colombia). 

• Interdiction: cocaine seizures and asset seizures by the U.S Customs Service, the 
U.S. Coast Guard, the U.S. Army, and the Immigration and Naturalization Service 

(INS). 

• Domestic enforcement: cocaine seizures, asset seizures, and arrests of drug 
dealers and their agents by federal, state, and local law enforcement agencies; 
imprisonment of convicted drug dealers and their agents. 

• Treatment of heavy users: outpatient and residential treatment programs. 

This study analyzes tlie relative and, lo a lesser extent, absolute cost-effectiveness of 
these programs. The first three programs focus on "supply-control,’’ They raise the 
cost to dealers of supplying cocaine by seizing drugs and assets, and by arresting and 
incarcerating dealers and their agents. The increased production costs raise retaU 
cocaine prices and thus reduce consumption, partly by discouraging current con- 
sumption and partly by modifying die flows of people into and out of cocaine use, so 
that the number of cocaine users gradually declines. 

The fourth program is a “demand-control" program: It reduces consumption di- 
rectly, without going through the price mechanism. Treatment reduces consump- 
tion in the short term, because most clients stop their cocaine use while in the pro- 
gram, and in the longer term, because some clients stay off heavy drug use even after 
treatment ends. 

User sanctions (arresting and incarcerating people for using drugs) and drug-abuse 
prevention programs (both school-based and community-based) are also viable in- 
terventions, but analyzing them is beyond the scope of the present study. 

To assess the cost-effectiveness of tliese programs, one needs to know (1) how much 
is being spent on them and (2) what benefits accrue from that spending. Determin- 
ing current spending leveis, although time-consuming in practice, is conceptually 
straightforward. 

Currently, an estimated $1.^ billion j.s being spent in The United States each year on 
the four cocaine-control programs listed above. The bulk of these resources goes to 
domestic enforcement — drug busts, jails, and prisons are expensive. Treatment ac- 
counts for only a 7 percent share of this expenditure, even when privately funded 
treatment is included (see Figure S-2). 

Measuring the benefits of the four programs is more difficult, in part because they 
produce disparate effects. Supply-control programs generate cocaine seizures, asset 
seizures, and arrest and imprisonment of drug dealers. Treatment programs induce 
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Figure S.i! — Distribution of Annual Espendituie on Cocaine Control: i992 


people to stop using cocaine. These outcome measures cannot he directly com- 
pared: they must first be translated into a common measure of effectiveness. For 
much of this analysis, the common measure used is the cost of a given reduction in 
U.S. consumption of cocaine. 

The analytical goal is to make the discounted sum of cocaine reductions over 15 
years equal to 1 percent of current annual consumption. The most cost-effective 
program is the one that achieves diis goal for the least additional control-program 
expenditure in the flist projection year. The additional spending requited to achieve 
the specified consumpn'on reduction is 5783 milUon for source-country control, 5366 
million for interdiction, $246 million for domestic enforcement, or $34 million for 
treatment (see Figure S.3). The least costly supply-control program (domestic en- 
forcement) costs 7.3 limes as much as treatment to achieve the same consumption 
reduction. 

The short story behind the supply-control cost estimates is that money spent on 
supply-control programs increases the cost to producers of supplying the cocaine. 
Supply costs increase as producers replace seized product and assets, compensate 
drug uaffickers for the risk of arrest and imprisonment, and devote resources to 
avoiding the seizures and arrests. These added costs get passed along to the con- 
sumer as price increases, which in turn decreases consumption. 

For example. a5246 million additional annual expenditure on domestic enforcement 
causes annual cocaine supply costs to increase by an estimated $750 million, or 2 
percent of the e-stimated $37.6 billion spent annually by consumers on cocaine. As- 
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Source^untfy Interdiction Domestic Treatment 

control enforcement 

Figure S.3»Coat of Decreasing Cocaine Consumption by 1 Percent with Alternative 
Cocaine-Control Programs 


suming that the percentage decrease in consumption caused by a price increase is 
half the percentage price increase, the additional control expenditure achieves the 
goal of reducing consumption by I perc^t 

llie specific cost estimates for the supply- control programs are, of course, driven by 
the assumption that a 1 percent increase in price causes a 0.5 percent decrease in co- 
caine consumption. (Some of this consumption decrease occurs immediately as (his 
year's price increase reduces current consumption tire rest occurs gradually over 
time as the price increase alters flows of people into and out of cocaine use.) If the 
consumption decrease caused by a price Increase is targe, the costs of achieving the 
specifled consumption reduction with supply-control programs will be proportion- 
ately small. However, the flnding that treatment programs are more cost-efTective 
than enforcement programs is not in question, because the eflect of price on con- 
sumption would have to be 7 times the assumed level to alter that conclusion. 

The estimate that an additional $34 million dollars spent on cocaine treatment would 
reduce cocaine consumption by I percent is based on two Actors: (1) most users 
stay off drugs while in ireatineni, and (2) .some users stay off drugs after treatment. 

The average cocaine treatment (a mbeture of relatively inexpensive outpatient and 
relatively expensive residential treatments, including partial as well as complete 
treatments) costs $1,740 per person treated, so $34 million pays for 19,500 ireat- 
ments. These additional treatments are assumed to be given to heavy cocaine users 
(of whom there arc about 1.7 miUton today) with average use of about 120 grams of 
cocaine a year. The average treatment lasts 0.3 years, and 60 percent of people in 
treatment are o^drug.s, so the tn-treatmen( effect of 19,500 treatments is about 5,000 
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person-years less heavy cocaine use, which amounts lo 0.6 metric ions less cocaine 
ainsumption. 

An estimated 13 percent of heavy users treated do not return to heavy use after 
ireatmcnL Although not all those departures are permanent, during the H years 
following treatment, the 19,500 treatments would generate an estimated present 
value of 20,000 person-years less heavy cocaine use, which amounts to 2.4 metric 
tons less cocaine consumption- If we add the 0.6 metric ton in-treatment reducrion 
to the 2.4 mettic ton after-treatment reduction, we find that 19,500 additional treat- 
ments would reduce cocaine consumption by an amount equal to 1 percent of the 
300 meirictons currently consumed annually. ■ 

The specific cosi^dvana^c of treatment over enforcement ($34 million as opposed to 
$246 million for domestic enforcement to achieve ihe same benefit) depends cru- 
cifllly on the estimated afier-ireatment effect However, the cost advantage is so 
large Uiai even if the afier-treaiment effect is Ignored, treatment still is more cost- 
effective than enforcement. The in-ireatmeni effect is one- fifth of the total, and five 
times $34 million is still less than S246 million. 

Tlsducing the quantity of cocaine consumed is not the only possible measure of pro- 
gram effectiveness. However, our findings about the relative cosi-effcctivcncss of (he 
different control programs do not depend upon the choice of evaluation criteria. The 
cost-effectiveness ranking of the control programs srudied here is tlie same whether 
one evaluate the programs in terms of dicir effects on consumption, the number of 
users, or societal costs of crime and lost productivity due to cocaine use, Tliat is. In 
all cases, the supply-control programs are more cosily than treatment programs pet 
unit accomplishment (see Figure S.4). 



Figure S.4 — Cost of Domestic Enforcement Rcladvc lo Trcaimcnt, for 1 Ferceni 
Redcctioas in Aiicmative Evaluation Criteria 
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The extent to which supply-control measures are more expensive, however^ does 
vary depending on the evaluation measure chosen. Domestic enforcement costs 4 
times as much as treatment for a given amount of user reduciion, 7 limes as much 
for consumption reduction, and 15 dmes as much for societal cost reduction. 

These results suggest that if an additional dollar is going to be spent on drug control, 
it should be spent on treatment, not on a supply-control program. They do not, 
however, indicate whether or not that dollar should be spent in the First place. It 
might be that all four programs generate greater benefits than they cost, and treat- 
ment is just the best of four good programs. Or, at Ute other extreme, treatment 
might be merely the least ineffective of four ineffective programs. 

With the first two criteria, quantity of cocaine consumed and number of users, this is 
as specific as one can get without placing a figure on die dollar value of reducing U.S. 
cocaine consumption by 1 metric ton or the number of users by 1,00E). The benefits 
under the third criterion, reductions in the societal cost of crime and lost productiv- 
ity, arc, however, already ineasurGd in dollars. Hence, using tliis criterion, we can 
make some estimates of the four programs’ absolute cost-effectiveness. The reader is 
cautioned, hov.'ever, tliat societal costs are difficult to define, let alone measure; thus 
our estimates are very rough, Nevertheless, the results axe intriguing. 

This study found that the savings of supply-control programs are smaller than the 
control costs (an estimated 15 cents on the dollar for source-country control, 32 
cents on the dollar for interdiction, and 52 cents on the dollar for domestic enforce- 
ment). In contrast, the savings of treatment programs are larger than the control 
costs; we estimate that the costs of crime and lost productivity are reduced by $7.46 
for every dollar spent on treatment (see Figure S.5). 

Our findings thus suggest a way to make cocaine control policy more cost-effectiveL 
Cut back on supply control and expand treatment of heavy users. In light of this 
. conclusion, four (prominent) alternatives to current policy are explored this study: 

• Alternative A: decrease each of the three supply-control program budgets by 25 
percent. 

• Alternative B: decrease the supply-control budgets by 25 percent and double the 
current treatment budget. 

• Alternative C: decrease the supplyrcontrol budgets by 25 percent and treat 100 
percent of heavy users each year. 

• Alternative D: treat 100 percent of heavy users each year without changing the 
supply-control budget. 

Our best estimates of the consequences of pursuing these alternatives to current 
policy are Siummarized in Figure S.6 and Table S.l. If supply-control budgets are cut 
by 25 percent (AlternatitTr A), the cocaine problem (as measured by consumption) 
gets worse, but the supply-control cuts make the overall control budget decrease. 
However, spending about half of the supply-control savings on doubling treatment 
(Alternative B) reduces cocaine consumption below what would occur under aorent 
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Source- 

couniry Domestic 

control Interdiction enforcernent Treatment 



Figure S.S — Savings In Sodetai Costs of Crime and Lost Productivity Due to Cocaine 
Use per Dollar Spent on a Control Program 



Figure S.6 — Cocaine*CQntrol Budget vs. Cocaine Consumption 
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Table S.l 

Compnrison of Alternative Composite Cocame-Control Programs 


Evaluation Criterion 

Societal Cost 

Total Control Consumption plusConlrol 

Cost Users (metric Societal Costs? Costs 
InterventiotiStrategy (SbtUicms/yr] (mlElions) tons/yrJ (Sbillions/yr) (SblHions^yr) 


Current policy 

13.0 

7.06 

314 

29.0 

42.0 

Allcrnative A; Supply control - 25% 

10.0 

7.28 

344 

30,0 

40.0 

Alternative B: Double treatment 

10.9 

7,06 

294 

25.3 

36.7 

Alternative C: 100% treatment 

12.7 

6.67 

211 

19.0 

31.7 

Alternative D: Restore supply Ctrl 

15.6 

6.42 

168 

16,3 

33.9 


NOTE; Alternative A cuts all three supply-controi program budgets by 2S percent; Alternative B spends 
one-third of the supply-control savings on doubling the current treatment budget; Alternative C spends 
nearly all tho supply-control savings ro treat lOO percent of the heavy users each ycnt; and Alternative D 
treats I'OO percent of the hea’iy users each year tvith no cut in the supply-control budget. Estimates are 
annualized values over 15 projection years using a 4 perc^t real discotmt rate. 

^Estimated cost of crime and lost praductiviiy due to cocaine use. 


policy. Expanding treatment to aJl heavy users (Alternative C) further reduces con- 
sumption and uses up essentially all the sa\ings from the supply-control cut. Finally, 
if all hea^y users are treated and the supply-control budget is not cut (Alternative D), 
consumption decreases even more, but the control budget is one-fifth higher than it 
is under current policy, 

Decreasing supply control by 25 percent and doubling treatment (Alternative B) 
would leave the number of users essentially unchanged but would decrease average 
annual consumption by 20 metric tons (a 6 percent reduction). This composite 
program would save $2.1 billion in annual costs of cocaine control and $3.2 billion in 
annual societal costs, for a total annual saving of $5.3 billion. 

Further expanding treatment to cover all heavy users (Alternative Cj would decrease 
the number of users by 0:39 million and decrease average annual consumption by 
103 metric tons, relative to current policy. The total annual cost of cocaine control 
would be only $0.3 billion less than undercurrent policy, but societal costs would de- 
crease by $10.0 billion, for total annual saving of$10.3 billion. 

Finally, treating all heavy users without changing the current budget for supply con- 
trol would decrease user counts, annual consumption, and societal costs even more. 
However, restoring the supply-control budget would increase control costs more 
than it would decrease societal costs, so the total annual saving relative to current 
policy, $8.1 billion, would beless than that under Alternative C. 

Hence, this report concludes that treatment of heavy users is more cost-effective 
than supply-control programs. One might wonder how this squares with the 
(dubious) conventional wisdom that, with treatment, "nothing works.'' There are 
two explanations. First, evaluatians of treatment typically measure the proportion of 
people who no longer use drugs at some point after completing treatment; they tend 
to underappreciate the benefits of keeping people off drugs while tlrey are in ncat- 
ment — roughly one-fifth of the consumption reduction generated by treatment ac- 
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crues during treatment. Second, about riiree-fifths of the users who start treatment 
stay in their program less than three months. Because such incomplete treatments 
do not substantially reduce consumption, they make treatment look weak by tra- 
ditional criteria. However, tliey do not cost much, so they do not dilute the cost- 
effectiveness of completed treatments. 

Does this mean that treatment is a panacea? Unfortunately not, because there is a 
limit on how much ti’eatinent can be done. In our analysis, we explore the conse- 
quences of treating every heavy user once each year (Alternatives C and D). In prin- 
ciple, even more treatment is possible because the awrage duration of a treatment is 
less than 12 months. However, considering the difficulties of getting people into 
treatment, more treatment may not be feasible. Treating all heavy users once each 
year would reduce U .S. consumption of cocaine by half in 2007, and by less than half 
in earlier years (see Figure S.7). 



Figure S. 7 — Dynamics of Change in Cocaine Consumption 


Mr. Conyers. Mr. Chairman, can I congratulate you on starting 
our inquiry in this matter with Members of Congress who have 
some great and different experiences about this problem? And I 
thank you for starting it. 




43 


Mr. Sensenbrenner. Well, I thank the Chairman emeritus. I am 
always happy to accept congratulations. They mean more from that 
side of the aisle than my own. [Laughter.] 

So, again, thank you very much. And without objection, the Com- 
mittee stands adjourned. 

[Whereupon, at 10:36 a.m., the Subcommittee was adjourned.] 
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HJMASS Forertsic Toxicotogy Laboratory and University of Massachusetts Medical School 
VMxcester, Massachusetts 

^tale Forensic Examiner. Bismarck. North Dakota 

Abstract 

In rural Virttiiiu. drug (HcrdoM ikatib increased mD^iifmiii l997io2n<i7 Puhdnigdcjihs 
predoniiruic i57 VH) in this rcMCu incdKiilcxjiiniiicrattcs Prncnption optoids (74 oSi 
uiiiklcpieisiitas t49 i^vl. and benrodu/cpiiRS < 49. 4%) were mon: pre> aicni tiun illicu drugs Tuo> 
ilurdsordccedciilb Hcre.45-54 scan old: 47^<»ucie fcnulc Wlicn conipoivd lu ucstem Vityrnui 
inctropoltian cases, pohdrugiduise uastnorc coiiimoti specific mcdicaiionconibia'ttionsuctc 
found. The deaiti raic per popubiioii was higict. iind fewer rllicti drags were dctcaed These ratal 
prascnption o%cidosc dc.’ttlis di/Tcr frora urban illicti dt\ig dcallu. suggesting the need fordilTeTeni 
strategics ui pmcntioa ireairaal. and iiucr\cniionb\ chnicumsand policyiraAcrs 
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Introduction 

Hk National litUiiirtc ou Drug Abuse lus idcniificd the rxmiiicdicul use of prescnpnoii 
nicdiciilKiiuitsascrNMis and growing public health problcin. andihc NaiionalSuncs nn Drug 
Use and MotlthiNSOUH].' ** Drag Abuse Warning Network (DAWN), ^ undTieotmotu 
Episode Data Set*' all repon an iiiciriise iii such use os cr (he lost decade Tie TiNMi N.SDUH 
rcpcnodilvii 7 millionth K%) persons aged 12 or older engaged mihe nonincdical use of 
pmcnpuoa-ts pe ps> ciniJieriqieuiic drugs tn die past moiah. and (Ik: iionniedical use of 
prescription pnin icIkscis increased froiii 4 7 million tii 2r>t)5 to 5 2 million iii 2iNki *nic 
nonmcdtcal use of prescnptioii piun relici cis in 2iM)6 surpnssed duu of nunjuiua amonu new 
(fiilintcs to illicil drug use ** 

TIk last decade Ins also seen an alaniiing inctcuK in ilw rwmberordanhs fraiti merdose 
H here prcscnptioa lucdicaikuts arc idciaiHcd b> lOMCologi fhu renters for Disease 
Contror idciiiificd 1 1 stales m w Inch iindeicrnnned and iiiiiniendcd poisoning dcatlii 
combined increased by an jsemge of I4.4*-Hbctwcctt l'>9<inial2iM>t Wink dr number of fatal 
heroin pnisonirtgsincrcascdbs l24S»rroin i't'tvio 21X12. die mimber of foialnpioidanalgcsic 


SAIm* Kirropwiiliiiw iw Ik U Mn»ch. Hcimkhwh «■( ne|MVWf*l !iewfii«. C'«*i«*<in RinMKk t'mvrrws <4 

lU'UtaUrliM i|} fiMwtH ('•■*! kS UIXIS i«<i»aui Mrtowbtjvks «<il> 

la WM«Nku<K'<w a iIm of kvwwcli 
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poiwning» mihe Untied SlMcs incfCii%clb> '>1 In 2'Kn. DA>^'N iMcdicnl FNutmner) 
reported lucitau.'dupioid'icliilcddAiiideallbluMAiui:. New HiUUfHhin:. Vcrmonl. Man (end. 
Uutb and New Mexico imohiii(ipicdoniirunil> the prescnpnonuiedtcMiKMu oxycodone. 
h> diocodoiK nod incliitidotic ' 

Lillie i» kno\\ n .dX)iM ItaincuK cinciKing^ioupordoccdcnuoibcrihmihciniscai iheiinic 
of dentil Jtid lie prescripiion inedicWHiiiv i^nuncd b> losicolo^ Mote dcixilcd detcnption 
IS needed u> better understand ilie imiqtto rcaiufc» of 1ht» problem For example, il » cnrKHu 
liiat nspoudeiu& irporung iN: noatticdiaU use of upimds lo tlte NSDUH lend lobexoiui(;er 
ilun victims m whom ptcscnpnoit opioid poboninii deaths 4 tc occiimn^ Spccifioilh 
iiidividiial& aitcd 13-25 years old ropon the hiithcM rates of nonnicdicdl use of praKOptioi 
drups. ^Nie (afncufllic six slates, lire lu|d<csi dcnihniicsocn; amon{( adults aped 15-54 
ycnis old 

In Older to exanmic ibc problem of prcscnpiioiiuicnkisc faialiUcsui more detail, we studied 
dni|; oerdosc ease tcconh of die OtTicc of die Chief Medical Fjcainincr lOCMEi in ninl 
western Vinpiua. wIkr Ihc mimbcrordcadis imolviiig prose nptiotiopiotdsiiii.tcascd rapidly 
between lirr7nnd 3iti3 *'* In this paper, we leport Ihc dcmopiaplac characlen^licsof IIk 
dcccdcms die nuauieraiid assigned toxicological cause of death, and die medications and dlicii 
drags oommouh prosem as idcniirtcd by lOMCology— notably , pmcnpttonopiotds. 
I>cn/s)dia/eptne&. and nniidcprossinis We tltcn dtsenss die iitqdicaiions of ihcM findings with 
rospeu to die nirnl populatams. a gitnip dial display s an cle\ aicd risk for death from 
prescripiion opknds and cnnibia'iiioiis of opioHis n ith other medical ions 

Materials and Methods 

This rctrospcctnc. popubinon-bctsed review of iiicdtcal examiner eases m the Olftce of the 
Medical Examiner (OCMEi. Western Pisinci of V irginia. bc|cin by idcniifSing all coses 
clossiTied as potsoimig deaths occumiip bciwecn lie yeats 1997 and 2liti1 This luiie period 
coincides with a sigmTicani mcrcasc in drag overdose deaths, beginning w ith 67 drag deaths 
iitvestigmcdby thcOCME in 1997 and concluding w ith 235 drag dentin mliNtl The work is 
not intended lo be an epidctmokigicnl study focus^ on poptilniton compnnsons. rather. M is a 
comprohensiv c ira esugation into a set of cicartv dcfuied ca.scs ui w hicit prcschpiion 
mcdicaiiomwcrcidcniiricdby toxicology FromancpidctmoloittaUpcrspective.ourcnienon 
for inclusion, any poiMinmg death in w hich a drag or drugs wen; a diiect or coninbuling cause 
of death, may exclude souk dcailis un oK iiig indirect (hug-rdaiod caiBcs lUid thus 
iindercsumaic ihe problem 

A medical examiner cose ts derined ns including suspicious or v wlcnl deallis. lutnoiund deaths, 
ordcmlis related in iltc public imercu uiclias incarcerated pnsonens or pnticnu inuKiiial 
tiwiuiiitoitt WcsclccKd ill OCME Western Diatnci of Vitgiiun eases categon/edas potsomi%: 
deaths We extracted the oomplcic subset of drug dcatlis. whichabotficludcdcascswiih 
prescriptioii medications, classined as a direct or couinbuuug cause of death In the OCME. 
Wettem DiMnct of Virginia, w lien there » nispidon of drags of abuse or poisoning in a death, 
n full ainopsy is coiahicicd. and spcciiiKns me obtained for loxicologica] aiody ics Aher 
QMiopsy. lie palhologtsis and loMCologisis review eases to dctcnninc ifand whol nddHional 
io\icologicatcxmiutniM>iis arc required Iflnstory .indcifcumstunccs do not indicmctlut drugs 
areacnuscordcatKalinuicdioxfcokigy is performed Incascswhercihcrcisawcll-csciblish^ 
cause of deaili. such os smoke inhalmion. directed toxicological analysis for alcohol and other 
reievaoi substances (eg. uiubon monoxide deictnunaiiousi are conducted. AU of the vasA we 
reviewed inJuded toxicological anti lyses, mul all except oik included au aiuopxx 
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The rctuoit»cr\'cdtn (hcUCME. Wc«lcm Ptsina. includci ^icwmUaond lfiiiiuiuc»fiatitK& 
blfi ^3 Mcst oC ihc Blue Rulgc Mounckim. n iih n popubiUin of 1 1 > mdlioti piAiplc. Tlib 
geographic Jiant M mcliiKi^'C or sc\cn nKHopohum ctniisticnl xicas (Rrainokc. L> nchhwg 
BtjKivsbiir^ CliitsitAnsbmg, Rudronl Huinnonbun: Aiid Dnm tile) and mo iiuciupolitmi 
sliMisiiQil areas (Staunton* Wa> neshoto and NlanimviJk) No mcliopolitan aiea in ncsicni 
Virtuma exceeds KNi.Mai m poptikiiion. thus, exen the inctiopoliian areas in this region are 
rebmxth small TIk remainder ol iltc region (cbBstfiod niral) consisUi of IV couraict where 
no tniimctpalilx exceeds in.iiK) m populnriun and sia indcpcndcm mitnicipaliiics tt ilh 
popuLiiions lea lion ID.iNKi 

U.S. G'oxcifimciii OfTioc o\ Mfliiagcnicnt and Budget deriiutjons and idctiliricMioiis oT 
uiuirDpolitao and imcropnlilan areas were used lo claoih locnlions w wluchdcniln occurred 
Mctropoliiiii statistical areas hate id least one iirbarured arcs of SO.dliO or more popiilatnn 
plus adjaociii icmtor) iliai Ins a high degree of social und cconoiiuc uncgniiion vt iih the core 
Hiiwnredbx commiiliiqt ties Micropolilan stattsllcnl areas ha\c al least one urban clnslcr 
of 01 least 10, OIM) but less (lian5it.0(Nipopulauon. phis adiaccnficfTiion tluihasaliigh degree 
of locuil and economic iiucgmiion wiili Ihc core as incanired by conunutmg lies Met ropoliwn 
and mieropoliiaii suiisiical areas aa* denned in lemis of whole counties, or cquivaietit enttiics 
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Cases Reviewed 

VVe ret nrwed cascL excluding tour ciucs in w hicli decedents were cluldren under the age 
orrourxcatv rcsiiliing loanrulciBctiiialofKHU deaths. Wccschidc Ihc four eases because 
llL^ iiiitidict undcireuinsloncKs of poi<aiUiig in young ebiktreo dlfTers stgmTicaialy fnim iulults 
Tlie yonttgcsi cnac we included was 1 4 > cant of ;igc Tlic infoniuiion rex icw cd fmin the medical 
examiner files include autopsy repuns, lospilal reconls. plnsiciiiu notes, and records obtained 
bx ihcOCME in death tmcsiigalions, death scene reports, police repcitsof imesligSlKm 
including uniicss staicmcms. and dcuih ccnUicatcs Infonnaiion was extracted from the 
dcccdera flics by one icscnichassoctaic(RA) llie first Idnflkswcrccracrcdsimiilianeoustx 
by both the RA and Uk PI IMW) Due to tlic objcctix c nature of the data, imctalcr reluAility 
WHS neatly liRR« Only flxe discrepancies were noted ui ibe Kin cases. Th: research team, 
including tiie forensic loxicokigisi <G8>, forensic ptnliologisi < WM). «id .stansticun (KN). 
rex tewed iIk dual aancs lo rcsotx c discrepsmcics Ut duia codti^ lit this nuuuicr. we assured 
Bocuracx .md comptck-ncss in cxtruaion and coding of the data Ttiroughouithcrennndcror 
ihcpoyea. icnpereen ofibe reiuaiiung files were chosen for icxww using a random number 
table, dam were coded by both PI and RA. mid rex tewed by the rescareh tram for accurney nnd 
compictenoss The dam were revicxvcd quarterly for coinpicicncss and aixumcx by a 
ffiuliidisapiinarx hsun iucludhig a foreiutciovicolnglsi (08). forensic pathologist (WMt.aikl 
fiUtiLrtiaan fK.N>. 

DcccdeM socio-dcjaographic infornulion, inclnding dole orbiilli. race, and cmplO) meni 
sraius. wa&cxiTscicd fiom dc^nh certificates Toxicology data were ax aikibleforail eases in 
ourrex tew aiiddidnoixsrx iiilcxelor source oricsiutg.orby' decedent year group Qu.'uattniix c 
anuly ses of drugs and drug nicinboltics in postmortem blood, body flunK and tissues was 
performed by a imiiiber of x alidaicd amly lical inctltods employ mg gas chromaiograpiix ‘nGBs 
qxciromctn tCCMS). GCMR/wtccicd ion moniionng (MM), hi^i'pcrformniicc liquid 
chrenutography illPLOxxilhdiMlc urray or fluoresccncv dcicGiton. mid gas claomaioyniptiy 
(OC) with elMron rapture dekclicui The presence of dmgts) and drug mcliibnlitAS) in body 
fluids I blood, urine, gasinc fluid, bile, or liveri. for each dixodan. w» coded as present or 
absent aiit wheiiconcciiinnionswcreaxaituhlc the informationwasinchided mihe database 
The presenev of heroin x^as picdicmcd on Ihc idcmincalion of ^mcciy I morphine, tlic unique 
tneiobolite that distuiguisbcs it fitmi other opicnds Tesu for the presence of this compound 
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»cic conducted in boili blood nnd urine. »tiiie Ik balMtlc ofOnccbl* morphine t^tlort in 
Mood. Il u more stubk In iiruie Alilioii^i iIk focii& of Ihc pope*' ^ procnpiion modtCMioitt 
ictenti other cominnii sirtMunces of abuse neic idcntiricd b> io\icolog> inlcohol, cooiinc. 
iciraln diocaimibinmtK iiicthainpheinmiiic. and cunphcitunuic) and Here iictudcd for 
coHipiclcnc» 

Statistical Analysis 

The dtnum this stuct> aicalnKM ull noiintiiil icaicponcalitjcvibks As such, the pmdoiiiiiuin 
aiul^ scsHcre in Uic fbnn of cross tibiilmioib. Ihc clu*s<tiMie ictl Has used io lest for siMistical 
sijcniricaa:C oi Of show Ik « U5 level klHcctivoruifalcsordtfretciiccstndisinbuitotilc^ 
occiinenx) amoiitt groups Age ;irMt cnidc dcMh nics Here recorded or aiiciilnitsd a» 
coffltmiousvdrubIcsduRi mcaitsandeUuidurddcv iiiionsarc rcputlcd).hoHGser.upcgrouput(5 
Here constructed for sitbscqiKnl atudv scs 


Results 

BeiHccu 1997 and 200.3. m mral Hesicni Vtrgiiua. the luedical examiner's ofCce tvponeda 
^N)% tncTcase in the iiuiidrer of dCiilhs in which dnijcs. tik:liiding picscnption medicatiom. 
Here dctcmiincd lo be rvialod or coninbuion to cause. Deaths ui nhicli dnigs. in:ludinp 
pnacnption medicatuos. Here ctlkra direct or coninbuiing cause of death incicrued slchdth 
over tk time penod Specincallv. ikre Here <15 drug deaths in 1997. (■9dnigdcatlism I99S. 
1(3 diugdcailBin 1999. MM drug dcatlis in 2ntKI. 163 drug deaths m 2001. IK5 drugdcalhsm 
2002. and 220 drug dcalhstn 2003 As shoH n sclicnialicall.v in Figure I. the number of non- 
opioid deaitis (cases of a dnjg-mialcd iioiute. but exclusive for tk absence of an opioidl 
avcRigcd29 Jpcrvearundrciiuiincdsiciidv rortkscven'VCiirpenod(/^«3.76. os) HonCNcr. 
ticaths in Hluch opioids Here piesciab> Ivxicologv increased sj\*rold ftotn 13 in >997 to UU 
in 2003 1/^ * 23 1.K$. p < ool ^ The lughesi proportion oT deaths (5rth of 8X9 1 occurred dumtg 
tk lunc iRlcrval 2tli)l-2lX)3. 

Mcdicabons and drugs idmliried b) (oxieolog> m these eases are shonn in Table I In tk 
remainder of iiusanai>si&. ue feats on three cbucs of mcdicniions ilut arc pteseni h ith higli 
frcqucncv in these decedents, opioids bcn/odiii/cpincs, and antideprctaans. 

Ovemll. ill 57 9% of the cases, die cause of death in\ olv cd more than one drug or mcdicauon. 
these arc ckutHcd as poiv dnig dc:illK 

Prescnplion optoids vvere idenuTicd iu fi5M of tk casiM (7-I Tk most common 
prcscnpiion opioids idciHincd Here tnctliadone<2M.it%). tndrocodone (20.4%). and 
ox>codoiv ( 196%). 6-AcctvTmurpluiK Ik inctabok mathcr for krmiv nns prcsctti ui onlv 
24^ of cases 

.AfUidcptcssamsHcieidcniincd in 4.36 eases (49(1%) The most oommonlv idcniincd include 
vc(lralifk:(22,7%). vcnitiraxinc(2o.X%). amiti>plUinc(9 8S), nortnpt) hue (9%) and 
aialopram(6 IStorniioxeiiuc (6 1%). 

Bcn/odia/cptics Here rdeniiiicd in 349 eases (39,3%). Hie most commonK identified hctc 
dia/epxm (24 3'S,)andatpm/ol.iiii(l5 4%) 

As Hiih heroin, other iHiai dnigs of abuse ucained Hllh much hmer frcqucncv cocairv 
llOVniCO.IVmelhaiuplKnuiuiiKorjmpktaiiiinc 14% .Alcoliolvvas)deutiriediii29'SB 
of the eases 
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Demographics 

Table 2 suimnari/cs decedent dctnogmplticv TIk populntion of (hi» region of ninl >ic«cm 
Viigtnui is prcdniiuiundi CdUcasiajL uliliStt.lTioriJiepopuliitiufi tiMle. and '?5%orihe 
popiiUmon ages 18-65 ycMaokl^Aimiigottr eases tie nui|ont> ol doiths occurred among 
tiules (65%) and CauoKians (V6.K%) Fcinnlc dtxcdcwi were slighiK older (renialc main « 
42.Xycan. SO« II ttt. male mean > )8.5yedrs.SO* i * 56i>./a< iii)l)and(he greatest 
number of deaths (40. 7% of uonicii and 38.6%or men) occurred among indi\ idiials aged V*- 
45 yean old Most of die dcccdciiLs Isid ill lean a high school cthictttioh. n iih women more 
likely (o hm c I trade, associate's degree, or a bachelor's or graduate degree (/t< U(t5). A 
irmonty of Hie decedents s\ctcctnplo>cdcilJicr port or rulhline (56 (t5’«). men were itnHConcn 
unempiny odor disabled (/*< (K)() TIicprcdonniHiH iKttinefordcaihu«iaccidcta(7K4%) 
suicide jiccouiacd for 18 l%of eases MorerciiMlcdcail&ucrecLBSincdassuicideifcitMlc 
.3K.3%\s. tunic 18 1%). MhilcnlnglrcrpioporiJOUofnuJcdcalhs ncrcdossiricdasaccidcnl 
(female 57.8% ss male 78 0%, ^ (Nil), 

Location of Death by Population Density 

Using ccnsusclassincniions of prYNilfllioii. eases were sifucincdby location of deatli (Table i) 
We defined a rural dealh as one to w hich the dcccdcm's home address, as noted on Ibe deulb 
ccriirtcaic. u»s not m a micropolitan or mctropoliian MSA Wlulc less ihaii hiilf of the eases 
oceuiTvd mnong decedents H hose liome address Hnsina rural arca(42'^). Hk denth rale, uiicn 
m^iisicd for popith8i«in dcrKity . uiis higher among decedenis wlio resided in nitui areas (p < 
0^ Itiiidduioii. niral decedents differed from the meuopohuii and mtcrapoliuH decedents in 
icmts of drugs idcrmricdb) toxicology Polydnigioxtciiy asacaitseofdcaihuassigniricnMiy 
mon: likely among rural decedents (61. 6% s-v 55 <8I5) 

Location of Death and Drugs Detected by Toxicology 

As nosed abos'C. o\cniU m ilus group of dccedcm cases lUldi drugs of abuse wcrclbmtd less 
ollcn Ihnn presenption mcdioiiions. SpociTicnllY. Iiciom was idcrntficd iu only 2.4% artd 
cocaine m 12%orilK cases When kiomuosidcndTicd by toxicology, more ofk'nil was 
lUiioiig docedeuK m micropoUian or meirapoliiau locations (5 J%i dioii ruia) areas ( I 1% p 
< 05) Likewise, cocaine was found ainoiv; inctropobtan/roicropolitiin dcccdcms more often 
iliiii among rural decedents 1 16 7% vs. 6. 1%. p < tN)(). 

In contrast, ptesenptron opioids were more likely lo be idcraificd in rural areas lluiii 
metropolilim*‘mictopoltlJin(K0.3%vi 6*;5%.p< rail). Of Hk six inosi frcqucnil) occumng 
opioids. Hifve were more common in rural linn in mteropoliinn or metiwpolMan mens— 
liydiocodoiK<2V ISxs. 14 l]rSk./ie.(i04.oxyoodone(24 Mltixs. I58%:p<.(8ll).and(eiiijnyl 
(T2%vt 3.^p< .H5) Tlrcoccurrcnccof nKilmdonc |27.5%s& 28.4% NS)did not difTcr 
between rural aiximiaopolilon or Rictropolilnnarvas Bcnrodiu/cpincswcrc more likely lobe 
(deiMifkd among ixoal decedenis (45. 1%vfi 55 0%. p < .(■)5). However, Hiete was no 
sigruricant diffcrctrcc between niral and micropoUian or mciropolitanaicas in numbers of eases 
where amidcprcssantswerc idciMincd (50.1% vs 48 2%. NS) 

Combinations of Substances 

Pohdiug (fxiciiy was mote likely Hun single drug toxicay to be Hie cause of death (57 d%v&. 
56.27k ^ • 44.ip< (gill IntlK ivniumiiigS V*^cif ihccnscs. (he dcnihs wcreclusailkd by 
(Ik medical examiner m drag deaths bccaiive uf supponirig loMuotogtcal idenltficiiliofts For 
example CODmudecedcMtiOuldbclivpoHeniUiLtiovvcver ptcscnpUoncneibaniomwcn: 
idcnuficd by loxicology ;ind also luted us ooniribuioiy 
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Single Drug ToxlcHy — In (he Z2TVvoraiscsortiiislcdni|c opioid iD^idl>. ntcthiidowM» 
(iK>&t L'oinmonh KknUTicJ b> lovicoloifi uiui aasiiuicd dk cauK of death la the of aaa of 

wn^' dno; class bcuTodia/epine lo^icih dlu/epaui mils iiki&i conitnonl> idcimncd and 
ussigDedascauscofdcaili AUhouitltvcnlarMMiticHasilKinostcotiunont) found antideptcssou 
o\cndl.inilK IO.fi^«of cases of iiDgkdni^tiniidcprewinl lo\ici(> (lie esses wen: distnbnted 
•scross cilalopratii (sl's cases), fluoxetine ifne cases), and doxeplu (seven eases) 

Fiyuic 2 isa sclieiiulic ilhiMratirai Ihc distribution ofCOO across mcdicalion classes Because 
the inajonh of deaths hen: due to inulliplc nioihcaiions. ue examined difTcrutg combnuDons 
of dni^ presen in these cases 

Opiolda and Other Drug Claatns— Onixs from otlier plcimtaanttical clossn were also 
delected iDCouibuiiinoiiuitbopioKts Inparticular bcn/ixha/cpincsaiidami'dcprcsssnsHCTC 
I'roqiicRtl) co-occiimn^ Fiftiuc 2 depicts Hie coitooinilaiN picsciKC of opioids', 
twn/odia/cptnes. urai mNi-dcprcssanls in these decedent eases 

Most notablt. all iluec classes of pltamuiceniicMlBUcrepioscm in 151 decedent eases! 19 (n* 
of the deaths), and an opioid and one of (lie oilier classes wctc present in rut addiiioial 
eases. Overall. 478 of liar 65X cases positive for opioids (indudioi! heroin) liad on anh* 
depressant, hcn/odia/cpine. orhotli picscm 

Multiple Opioids — Table 4 illusttnics Hk disinhiilion of lie munberof opioids iMcctod 
when one of the iinsi coruinonK occumnit opinids wits also prevni Of the h58 (koedents lo 
which aptoKUu etc idcniiriodb> loxicologv . one opioKt was detected m52 9%or cases, mo 
opioids were detected in 26.f>%orilK* eases, aialllaec or mote opmidsivcrc detected m t0.6”'i> 
of eases Methadone, w lien found h> loMcoloio uassigmricanth morelikclv (hanollvr 
opioids to be the sole opioid tdcniiricd (/><.lt5). H>diocodoncuas niosi frequenilv found with 
one Oder oproid. Qxivodone was crptail) likeli lo be found alone or w lilt one otter opioid 

Inconirasl inil)e21 eases w lien &*AM(licmin) was tdentifled. decedents were inoielikclv to 
combine ti with prescription opmidk Spccincalh . in mote Hun 60%of the eases wiKfe herom 
uBsTotind. morelhanlwopnscriptionopioids wctealsodcleclcd.apancmdincienilliannotcd 
for oilicT opioids !/> « 4Sil>. 

CombirsallonB of Prascriplion Modications with a Prascription Oplold»()ther 
modicniionv tdcntiricd b> to\icolog,v , piven Hie idcntificnuon of inctliadonc. Iiydrvcodoiic. or 
oyi codone. die listed in Table 5. As noted ui Hie udHc. in naun eases, decedents invested otlwr 
prescription medlanions and alcohol and cocaine Of note. 2 1 -29 7S of tlie time alcohol w as 
prcseit. wliilc cocaine was idciairied 8- 10 ')%or H k iitic AdditionalK . sentahne and 
vcnIafaMocwcrc present about 223-51 hHof the lime icpardlcss of the opioid found A 
bco/odiiuepinc wasprcscia inni least 19% of ilie eases; alpra/otain was present luai least 
19% of (he cases, and dio/cpani prcscia in iicnrlv onc-Hurd of eases 

Discussion 

Bciwocn 1997 and 2iit>T. Hicre was a increase in dnip dcttlis in western Virpuiin— an 
tnennse siiQivds dstocuicdwiihHicprcscnceefprcscnpuoiiinodicaiionsbv io\m>1oki . with 
piescnption opMids the most commoiilv idcntifkd dnig class <74 1)%) Tltc fiiidiups of ibis 
rm icw of dcccdcit caws arc coiiststciii with iniiutal tlndings icportn^ an increase in 
poisoniiig deaths over the last decade ^ T1iC> art also conudcnl wuh reports in which opioid 
lUtiilgcsK deal Is oumuttibcf dcallu w lien heroin is rm oK ed.T * h *7 Ttus. ilk»c dcccdou eases 
reflect w hat u ctmcmiv know n about prcscnpiion ov crdusc dcuHts. and tius review expands 
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ottf lindcrsiaiHjtn; or «uch dnig cn cfdoM: dcnihs by providing n icvc) of dvlMi not p(u« iou»i> 
reported SpcctAoilK . to lha runl region 

• Older indn iduah. tigod 15-4S vean. repicMMi ilte ncgoni) or Hk o \ enkuc c«fev 
andnotncnrcpie9Ciii37 l%ordixodcM5 ThHttagmiipofdeccdcntKnotpirMCNMK 
idcttiificd ul risk otlia tinii al iiii cpidciutologiuil level 

• Ocjrth totes iire higticM in mml aicwi. ond prescnpiion modicMitons urc iitnch more 
ldid> to be round lion illicit drugi of abuse 

• Polidrug derails prcdonuiiaie. iind uc hate idciitiricd tir spcciRc optewfo 
bcn/odiiwcpincv and aniidcp(essini& and comtHinbom found on louonlogv 

Older IndividtMli and Woman 

Wo miglit expect faialiiicx to be groiiicsl nmoiig iiidn tduals using iioit'iitcdicnib preaenbed 
opioids, but lltii n (vt Mhoi hc. orolhcr>. has c reported This gioiip of decedents inclmk's u 
duproponiuiutc tiuntber of older indis idiuiLsand ssoiiieii, aTindii^ comistcu! u ith 
dcntogitiphu.'s reported mtioniill) in pccscnpfKin nicdicaiion ruuilitics' ' and in Nesv Mexico 
■’•I-* CoiKisteitlls . cpidcrtuoiogicui studies*-’ state iIm odolcscetis ;ind >oungaduh9 ( 12 *24 
scan old! ait most likels to itpoit drug abuse, and males sshninc 1K-25->ears>old report the 
highest rates of nonmcdkal prescnpiion pain itlicser use l^ihaps these cpidcmiologicnl 
studies do not capture rates of tioninodkal use of prescnpiion mcdicaiionB uinoiig older people 
Allcrmtisciv . u mas be that ihcbcitasior that increases the nsk ofoserdow and death is not 
ssltui Ikis been tdenufVod as nmuiiedical use Alihougli mnic use niM have been for euphoria 
Mnih di\ cnoil modicatians. sonic of die dcccdciiis uus has c had ptcscnpiions for iticfic 
iiicdicaiions. and inapproprutc axe. inilicr tluin bclias lor focused upon itcliics ngi cuphona tie. 
abuse or ndcbclioii}. kdlooscidoscdodK Thcrefon:. use other Ilian as piuscribcdbx older 
indis idieds. u Uch soincauiliotx luvc desenbed as misuse.'^ mas be a kes factor ni the rocrcssc 
in oserdosc dcntlis inslcnd of abuse and oddietton 

Rural Overdose Deaths 

Atli«ueh dierc are reponsof lucreascd numbers of prescnpiion opioid dealitsciscu Ivre id the 
nanon ’ our auiUssixallots'cd us lospcciDcalK focus tiptsii ninil prescnpiion os ctdoscdcmtis 
und IngliligtM boss- ihcs urc diflcretn fivin nrbnn dcuilis from the same cuUumI und polincul 
region of Virginia Oscrall. dns group of cascsdiffcissssteinalicaUs from reports of lUicii 
uit>aiidnigoscnkisei:kmhs.’*^''^aldiougli tn ueneni Virginia, nucropoliiiui and niciro(iotiinn 
dccedcai were more tlkels lo die froin abuse of heroin and cocaine We has c no cxpUinaiKNt 
for the siguincniHls higlicr dcalii mlc amoni: niraJ eases, lie pres aicncc of prescription opioidx 
oxscodatK. Indrecodone. and fcniaiisl. and the fhidini; dui bctuodui/cpinex were more onen 
idcnuficd among niraldoccdeins Tire simihir pres alcncc of methadone cquulls among rural 
Olid urban docochmis mav be secoiidutv to die Icthaliis of dm dmg as a loiig-ecfing 
ph-innoccutical In this mml area. Ihc^ decedents «f^r to have hadacccss to prescnpiion 
medications rather tium lictoiii and cocaine, more asuilaMc even in the smaller urban areas of 
ssestem Virginta Sciimg aside the luiicorwIicIlierornM jdccttdcm had a prescnpiion for 
lire mcdicauon Itsiod m cause of death ot w lictlcr the use is lied or illicit interventions lo 
pres eni os erdose deaths u here a prescription medication is emtsd diner from diose to pres cm 
fatal os eidoscs sv kre illegal dregs (tc. kroin and cocatnc ) prcdoiummc In at teas! aonic of 
Ik eases, ihcxc modicoiioiM were divened from patients for wInmii llie> wore presenbed. and 
molhers. Ik total agent mas has c been presenbed lo lire decedent Inans care, lire polctaud 
lo^vicits of these agents inusi be balanced ss iili approfwiaiu access for use ox enectivc 
mcdicxtioRv along Willi a cknr mesMige about safe use of nredicatiom with potential for 
osetdose 
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Our Hlign with dcKnptJom of ilic irr.tiiiiefli reeds of niml residents abuMns and 

addicied 10 pnscnpbon roedicaiions. Pcrtnps ddequtfe accctt to prc^npiton lovdtcuiioii 
addiction iicMiiKM oien.'iprablcui In rural ancav. miglMhnscprewntcdsotncofilicscdeMbs. 
For example among poiwms in runU New Miinv^iie. paiems me less lilu:l> to abuse illtcil 
tabstnnees. ptvwnplwn optoids picdomninii; os drugs of abuse and patients nub hmc been 
prescribed die drug tiir> are abusing ni addiiion to oiler presenpUon mcdicutions with abuse 
poieiuia] seh as bcn/odiajecpincs Tie incdicaiioRs abused b> these paticnta me siniiUr to 

tiDse tint were fual among niral dvccdcnls Among $.063 piesenplion optoid-<kpcndcrM 
indh kluuls odnuiicd |d meiltadoiic luuinicnance prognuns. Rosciiiluni repoiicd (Imi puiieuLs 
from low-dcnsits populated couiatcs were more likch to abuse prescription opioids .snd tvetc 
piedomttnitiK yi>ungct.aitplO)cd ivumeii Similarly, among mu* decedents, woukh were 
more hkdt to ^ empkwod Ituin men and hiivc more cducnlion. » evidenced b> ti hnohelof*s 
degnx. trade, or graduate degree. 

Roscnblnm proposes tlo! llie luck of nvailobiiiiy of licroin in rural populaiions explains He 
predominance of piesenpiiou t^ioids abuse and addicutjii There is also a dearth of hetoin ui 
rural Vti^nin; hcmcs'cr. ihts would not explain the picscticcaf nnilitplecktsscsorpicscnpiioti 
incdKoiions ni ilte same dcccdcnl as well os deaths wlicieatiidcpicssiint iticdKaitoKi and 
ticn/odiarepuic$wctc idcnlincd. This would seem to lute lilUc to dowifha btek of ov-adobdiix 
oflcroinbui mighi agrun indicate foci of cfTcctitc itcaimcni and targeu for inicrxeniKin to 
prcxctil diteistoii 

Prevatence of Polydrug Deaths 

Rarclt wosthc cause of dull! one drug ondtu 151 ciscs. aO time focal drug classes (upioiils. 
beruodia/cpincs. .xnd Miiidciucssamsi were detected These patterns »c CDnsisscm with those 
of otiKt descnpiions of polt drug ot erdose dcalle^^^ iind indicate Ihnl ihu is a mtlcr complex 
Mien m winch to inieixcne. nslbcniarc inNlltpIc mcdicalions implicnied in these deaths 

In our rcx-icw . w Ika h) drocodone or oxy codonc w as present, more than one opioid w as found, 
uidicaltng ikol. froui wluMexer source, decedents hme occess to mnlliplc opioids. When 
nKilbodone was present. M WAS the sole opmidptcscitimncaily 70% of die eases AdditiniMlU 
inctlndonc wns found more commonly among younga people age 14-2$ years old Dcaiusc 
of Ihc pharmacology of nKlImdonc and llie potential for kHlul o> erdose. we were not smpnscd 
liai methadone was found often, and >iloiie. in lliesc drag deaiJa ^*onetbcle&s, we suggest dial 
the fteqiicni presence of iiictiudonc .is ilic sole opioids in youtig decedents sinuld infoniiihc 
intcrxcniions lo prcxciu opioid oxcidosc dcallis Paniadurly among older decedents, 
mcihudonc wnsoOencombimsi with bcn/odia/epirKS and antidepressants Agaia some of 
these incdicaiions may not lime been prescribed (eg. they were obwincd by dixersiony bill 
these results cmphasi/c the impoiiancc of educating paiiciMs to lake medicntiotts only as 
directed, and not to sinre mcdicationsor combine nicdicaiions 

Ciyxn Ihc know n potcniial for overdose socondiiry to tcspintioix suppremoa we were not 
surprised lo find sigraficani numbers of eases where bcruodnucpiiKS and opioids were 
idcniifkd and dial at kasr 2i>%or the coses alcobol was prescui w ilh an opioid. 1 (oww er. 

identifiTJiKm of substumuil luimbcrs of aniidcpiessmtis on loxicologx . and ihctrassouMion 
with opioids in 22% of overdoses, w^ ofpartictibir intcmi from a dttucal luid loxicokigical 
pei^ciiv e As has nircady been discussed, we do not know if itntidcprcssaias loiind were 
prescribed for the decedent Imwcver. given die cowxcurrencc of dcprc&sioii and substance 
abuse, some of these decedents may lave liiid prcscnpnomfoi amtdqncssmts Recent DAWN 
results cngdtHSi/c the co*occufTence of depression and substance abuse as w cU as potential for 
ov erdose uong presimbed niedicaitoiK According to 2litJ(i DAWN EO reports of drag'-rdated 
visits, in hX% of mentions, the coHMCumng disorder was deprcssioa and overa third of tlie 
lime, pniictns were diagnosed with an overdose.^ Titcrefonr. the tdcnnriatiion of 
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Rntkkpfv&snnis in Ihcw dcccdcnls »ugju!CiJ»4in arcn Tor inlcr\cn(ion m ptcscnbin^ paiicnvnnd 
luilciM oducaiiOA Theicnwn bcdiimcidoK nskuiUK:p.ilitiniprtSk:nbi:UiiiiiHkpmiiajttv, Ukc 
ilv opioids xnd bcn/odia/cpincs, if ilic) .lie not uiken a presenbed combined Hilh oilier 
inodiciiioos^of stuucir with oilKfs 

Im cstipauon oi tie metabolic and uixicotonical unplicatioiBoronJidcpiussaMs. m till puniciilar 
cniptiBMS ott die diuK*dm|i imcniciioiis iitid cuiiibiimiioiis pmcni most oHcti lu overdose 
dcirtla. ts a si^mTicant men of iiiieicsi lo rownsic loxieologisis and loicnsic pall»lo|itsu For 
cxaoiplc. soere) anudcptcsaiuiis liiilic SSRI luid Sl^l dattcc^t- fluotctiiK. nmoxnnuiic. 
pniDxctinc, and wnniUrieiarcuipiibIcoriiiliihliiiip. to viut ing CYP2DAtpnmiml.v), 

OTt A4. (tnd CYP I A2 cu/v mes. The leuiU » pcrtuitmtion m the biotnuisronnaiionor opioids 
rcsnlliOK in incrsused blood conccniniliOM of Ilk: drop and increased phartnacolofocal effcci 
and toxic side eflccLs ^ 

Tlicsc cases dlustoic Ual M is nol only \ ouiiKCr people « ho arc using picscnpiioii iiiediauioiis 
Qiticr than os pn»cribcd One of lltc riicion inciotsiiig deaths uhcrc prcscnpiion incdicatioRs 
ate found. pnnicuLiriy opioids, may be use by itidividiuils vshoaie noi the younger age group 
lypiaiJIy tdcntificd as abusing dnigs ;md alcohol Forclnuciire. (he education of palicnis oscr 
age IS years about appropnaic use of ptvsenbed incdjcations nun ptes eiH ov erdosc deaihs m 
ihispopuLiiion Whcnprcscflbtngam p^cltoacihednigrorotiy pmtcM cliihcians must 
remind all pauctiis ihnl mcdiciHions slioiild be taken only Adtrecicd. shotUd not be combined 
uttli other mcdicalions unless prescribed, and sbcnild be token onh by thepatieni fornhoin 
they an: prescnlwd In the erne of opioid ptesenpnons. imimicdKal use nun be prevemed by 
ilic use of Gourtay ;uid Hen’s U nn cis.*il Pmeauiums For pane its n if h cluoiiic nommalignant 
piun and a diagnosis ofaddiclion. caicfiil prcscnbingofopioMls to present dhcrsion isncJI 
ouduicd m guiddines proposed by Weav er and Scluioll 


Limitations 

Thcic ate mbcrciu linuuitiois in the study and characion/aiton of a populaiion where tie couk 
ofdcaih is drug overdose. Fiisl. il isdilTicull lo dcfuic ilic exact anise of death Incases wuli 
nnilitplcoriruxcddiugituoxlcaiiaiis Ponnioncin toxicology is confronted by clnllcnpcs such 
RS anatomical sanipluig sues teg. cemmi or heart blood \ ersus pcnphcral blood, suchos femonti 
or tIuK vessel btoodi. putiefacuve and dccompoMiional clfecis. postmortem ivdisinbiition of 
drugs, uiid the eflcctv of drug loleniiKC and ahsiaience There are mlicivMi diiricullics tu 
aniiuung cwtsaiton Nonelhclcss, impoiiani findings emerged from our Moiiyns Second. 
classiTicalioii for consc of dcaili if dcicniiincd by more iIkiii Hie ptocnee ox absence of a dnig 
bv (oxionlogical analyses AAignmenlorsigmricanceofaichdnigoTdrugnidiiboUicmMy 
differ gmone loxtookiguisand forensic pathologists We did iim include concctanittonsof 
dniga or iiictuholiics in ihu report bcc.'iUK coniiibuiion to esloblishiiiK omsnion w ittKHM 
bcncfii ol compktc autopsy reports and the totality ofeachcasc’siavesiigidive infommion is 
Ihnillag 

Comprehcrsiv c loxioological studies on: directed bv the nature and ciieuinstnnccs of the death 
We are awme tka vooic duailis in this region were tiui tuciuded in this analysts, as described 
m itic methods section, .md some decedent's eases were not included because of hmticd 
loxtculaifi . Addiltorullv .some of die mcdiuilcxuminci calls inihe Western DislrKtorVngmia 
areituiMlh invosifgaicdby locatorficidnicdicalcxnrTuncisandnoireferTvdroFauiopn Blood 
speciniein colicacd undergo Uiiuicd toxicological cvumiuiions. usually only foreilnl 
alcohol Oecedems in this group would not be inchidod in the SttV cohort of eases we rev loved 
We propose that exclusion of ihts data probably reuifts hi nn iinderestimatioM of the pmblcm. 
but 10 reziliiv we liove huic infonnaiion about die cltaiaciciistictof those eases nn included lo 
onr analysis 
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FtrMll> . the ikvcdcRi^ we studied wen; Troni a fpccirte icognipliic fcgton. and so resuhs mu) 
(MX genenili/c to otlicr nual areas Howc\ cr. our resuJU are similar to those fouial lu other 
pritnunl> rumlsbiics across the naimiiitnd ihcrcfotc should he of some iitiliiv In dcfirang and 
mhlmssiiut ilttscinerpiijfi proWem.^ 


Summary 

OuniHlepth stud> of oserdose r»lflliltcs presents Tindiags aligned wUh mlionni 
epidemiological sliabes ihui describe increasing iwmbeis nauoowule of pmcripiron 
ntedicationoscidosc deaths panlcuiaily ^tmoiigoldcrindividuaJs luidOdrugovcrttoscdcMlLs 
ftoin l9VT-2Uit^ among niral western Virginians, a prodoniinitncc of ptcscnpttuii opioids, in 
combination viiihaniitlcprcssanisand benoadia/cpines on losicoiogy. is icpoiied os n 
contributing cause of death railicr iJinii illicit dnigs Motn oiion for poucssioiiiind use of these 
tiicdicaiioRs. ircatriKitt of a medical condiiioii orcuplonn is unknown: however, lliesc dcsile 
hme occurred dispropoftiomtclv among nn older popnlauon (age ^5-45 scare oHlt. not the 
po|iuLitioti desenhed os engaging in iioiuiicdical use in iaiioiul surveys. PimicuUrlv ainoiig 
those nmil dcccduas iIIkii dmgs were not oHcn found in these dcntlis. suggesting that these 
decedents w etc not sibusiiig or addicted to heroin or cocaiiK at the time of m etdose 
InlcrvcDliORs to ptmera these deaths will imoKc, of course. idenliA mg the mml indnadn^ 
w ho arc abusoig or addicted lo picscnpiion medications and pros iding trcaimcnt that is focused 
upon those mcdk:aiion& insicad of upon pnnuniy illicit dnigs. In nddilioit to tlic awareness 
about poicniMil dwcrvonandihi; nonincdiail iscofincdicaiionsby youths. ptiysiciaiB should 
olsobe uwair Ikat dnolderpoputelionof pniienistie.paucnts .iMS^ycarvoldi ton) beat ndt. 
Given ilic idcmincaiiou of older dcccdcnis in oiirsiiith and nmionaily. itUs pc^latioii nyv 
not be taking these mcdicatium tis diieclcd or niay he abusing or addicted to presenpiton 
tnediculions. imicad of illial drugs As policy makers and rescatehers fommlatc a response to 
lie incnmse m nommodieal use uf prvscnpiioii mcdicauons. on older popubiion stmuld be 
targeted for oductiion as well as y oitihs We should educate alt pniicitts. and their families 
about taking medication only os prescribed, only by ihenidivKluairorwliomisitinicndcd.and 
tile ifcutgen of combining medicalioiis without picseriber know ledge 
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FIGURE 1. 

Mcdicalc\jimiiKrdnig'rcL'UcddcailsinWcsicniVii|tuua. Figure I illu&iratcsihalibc increase 
in o\'craU diug-rcblcd deaths in u estem Virgtnta from 1997 lo uas pnmanlv due lo eases 
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TABLE 1 

Percentage of prcscnption lucdicatMRs and 6 AXt (acetv linotphinc) idcMtncd tn loucolog\ 


Z 

I 



Z 

X 

■b 

> 





mll-acfirmaMt (itratlfira n* X* MJj 


Otrrall 



tUTWi— 

KWpkac 





Mq'cnil» 

Oa>>*»mtfmu 

NDUPoaae 

dtlndlvoailaM 

B wmduwya 


«\la(4MNVMiA 


3a.A 

JD< 

I9.ft 

114 


ns 

191 

«.T 

111 

a* 


i.7 

S.l 

XR 

X4 

1A 

«J 


ni 


4* 

u 

19 


02 

0.4 

ao 

US 


ut 
2il 
isr 
100 
las 
ST 
XI 
xt 
At 
II 
00 
24 
OJ 
04 
DiO 
• 0 


M3 
15 4 
IS 
nf 
07 
0 4 
0.2 
0.2 


21.4 

15.5 
l.» 
00 

AO 


0.1 

0.0 


21-1 

IS4 

12 

Hi 

03 

• 4 

• A 
«J 

as 





no 

s« 

X2 

XI 

U.4 


I.T 

14 


1X7 

7.9 

KiW 

SO 

OA 

Ul 

Ul 

i* 


4m J 4Mta -VottHO iMMAnot A^AiUble in I'MC inoo (Xtoha ) 



60 




z 

X 



T) 

> 

> 


C 

5 








Hi H 


letkiifcif* m friLiLi-rri 




iitnall 

Wdr 

rMMtc 



US 

a7 

11 



e.T 

pj 

li 

('leiKfaMav 


U4 

ai 

** 

AflHmMpws 


ei 

PH 

PI 

InwpiBMu 



111 

01 

r«*is^l<a 

MMUiapeie 


4* 

4.1 

4) 


\«nblMM( 


am 

31.} 

199 

lOMiuM 


>7 

II 

4V 




\h 

40 


Hm UUr dmrba tt* piniii<m el <a*« ■ ebidb |»f e » y l »M i wuv licnidiH en tovvubfj • lkn« —win ca*c< 

TwweltfMl mi d—t te rf h* kmn 

oNm Ml neat mho IkMaiKAifelilM Mi manpabUnanaH 


z 

X 

■b 

> 





imJ-MUta -VattiM maMMrt^it. availJilc in l*MC ilWOtXihtt 5 






61 




z 

I 



I 

•b 

> 



z 

X 

■b 

> 


? 


TABLE 2 

Dcmognapluc prefilc of decedents 
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AAmeritox' 

Medication Monhoring Sotudons 

Statement for the Record Submitted on Behalf of Ameritox, Inc. 

United States House of Representatives Committee on the Judiciary 
Subcommittee on Crime, Terrorism, and Homeland Security 
Hearing on “The Prescription Drug Epidemic in America” 

March 7, 2012 

Ametitox, Inc. (Ameritox) appreciates the opportunity to submit this written statement for the 
record of the Subcommittee’s hearing, entitled “The Prescription Drug Epidemic in America.” 
Ameritox applauds the Subcommittee’s Ix^adcrship and Members for their efforts to focus public 
attention on this serious and growing problem and to identify potential solutions. 

Millions of Americans suffer from debilitating chronic pain, and appropriate use of pain medications 
provides patients with the telief they need to lead productive lives. However, the legitimate use of 
long-tcitn pain medication is underrmned by the possibility of addiction, substance abusBj diversion 
of medications, anti overdose leading to coma and/or death. According to the Qffice pf Nation^ 
Drug Contt61Poliey^^(^ prescription pain medication abuse is now the secorid most 

CKJmmon iHegal diug pr in the nation. In 2010, more Americans died from mistise of 
prescription opioids than from heroin and cocaine combined.’ AdditionaUy, from 1999 to 2 
hospital^ations for poisoning by prescription opioids, sedatives, and tranquilizers increased! by 65 ; 
percent/ 

A major component of assuring quality of care for chronic pain is appropriate management of 
opioids and other controDed drugs. Unfortunately, drug misuse, abuse, and diversion are major 
health and economic problems that have not been effectively addressed. According to a.iepoit by' 
the Substance Abuse and Mental Health Services Administration (SAMHS.A), there has been 
alarming growth in the non-medical use of prescription pain medications in recent years. The non- 
medical use of prescription pain-relievers is how the second most prevalent form of illicit drug use 
in our nation.’ 

Physicians need sophisticated tools to help confront dib problem and to ensure that their patients 
are taking their medication appropriately. Medication monitoring, using periodic urine testing 
provides physicians with critical insights into tiie use of pain medication, as well as identifying other 
legal and illegal drugs possiljly being used by their patients. As the nation’s kader in performing 


' Centers for Disease Control and Prevention, July 20f0,:Unintenlional Drug Poisoning in the United States Available al 
\v\xox^cdec.gov/home and recreation safety/poisoning. : 

- Coben, ].H. eL al. (2010) Hospitalharion for poisonhig opioids, sedatives, and tranquilizers. A.mmcan Journal of Preventive 
38(5), 517-524. . ■ ' 

^ Substance Abuse and Mental IlealthSeA'ii^sAdkiirtist^ppjPebinajy 2009^^ National Survey on Drug Use and 
Health Report, Available at http:/ / wwwioas.^hihs,a:.gov/2&0/painR^^ers/nonmcdicarrrcaids.pdf. 
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medication monitoring tests, Ameritox has considerable expertise utilizing advanced clinical 
laboratory technologies, wliich hold significant potential to address the problem of diversion. 

Medication monitoring testing is an established standard of care for chronic pain patients on opioid 
therapy and is endorsed by multiple professional societies (c.g., the American Pain Society and the 
American Academy of Pain Medicine), the Department of Defense, and the Veterans Health 
System. In addition. State laws in Utah, Louisiana, and Washington support periodic urine drug 
monitoring as a standard of care for patients receiving chronic opioid therapy. 

Kxpert guidelines and state regulations are based on research that shows that physicians cannot 
reliably assess the potential for their pain patients to be misusing, abusing, or diverting controlled 
drugs. A study from Brigham and Women’s Hospital, published in the Clinical Journal of Pain in 
2002, demonstrated that physicians miss at least 30 percent of cases of patients taking illicit or non- 
prescribed controlled drugs (verified by urine drug testing) when they used clinical judgment alone. 

Physicians routinely use urine-based laboratory medication monitoring tests as part of the 
management of chronic patients to ensure that patients are receiving the prescribed regimen of 
medications, taking their medication as directed, gaining positive outcomes, and not diverting their 
medication for other uses. These tests are performed in sophisticated laboratories and provide 
crucial information to physicians who order these tests. 

There is also evidence that medication monitoring is a cost-effective solution that reduces treatment 
costs while improving quality of care. A recent study published in the American Journal of Managed 
Care analyzed the prevalence and cost of chronic opioid therapy, as well as the economic impact of 
compliance with pain medication. 

The study demonstrated that the average total annual medical spending for patients on chronic 
opioid therapy was over ^23,000 per year (2008 dollars). Patients who were adherent to their opioid 
regimen had costs that were approximately $3,400 (12%) per year lower than non-adherent patients. 
In addition, patients with normalized urine drug levels either above or below the expected range had 
significantly higher annual health care costs.^ 

Further, medication monitoring helps physicians identify potential interactions with other legal 
prescription medications and over-Ae-counter remedies. Thus, it saves the health care system 
millions of dollars every year in unnecessary hospital admissions due to drug poisonings from the 
use of multiple medications. 

In conclusion, Ameritox strongly supports the Subcommittee’s efforts to highlight the growing 
problem of prescription drug abuse and to identify potential solutions. Ameritox believes that 
medication monitoring tests are an important tool to prevent such abuse and would welcome the 
opportunity to serve as a resource to federal policj^-makers. 


Katz N, Fanciullo G, et al. The role of nrine toxicology testing in the management of chronic opioid therapy. CJinkai 
journal of Pain. 2002;18;S76-82. 


^ Leidcr HL. Healthcare costs and nonadherence among chronic opioid users. AmJMana^Care. 2011;17(l):32-4f). 
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Statement for the Record by Ameritox, Inc. 
March 7, 2012 
Page 3 of 3 


Thank you for your consideration of our views, and please feel free to contact us for any additional 
information that may be helpful to the Subcominittee. 

Sincerely, 

Harry heidet MD, MBA, FACPE, 

Chief Medical Officer and Senior Vice President 
Ameritox, Inc. 
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Prepared Statement of Anne MeGee, Director, 

Cabell County Substance Abuse Prevention Partnership 

My name is Anne McGee and I have been the director of the Cabell County Sub- 
stance Abuse Prevention Partnership, a coalition of concerned individuals, agencies 
and organizations for the past six years. We are located in my hometown of Hun- 
tington, WV which is located on the Ohio River and borders Kentucky and Ohio. 
The single biggest change in my hometown, in my lifetime, has been the devastation 
wrought by the “drug problem.” When the Cabell County Substance Abuse Preven- 
tion Partnership was founded in 2006, we thought that crack cocaine being brought 
in from Detroit was the main problem. As we gathered data and studied the prob- 
lem, we learned that crack may be the drug that garnered the headlines and the 
attention of law enforcement, but far more disturbing and pervasive was the non- 
medical use of prescription drugs. Our teenagers were reporting increasing use of 
prescription drugs; the lines at the for profit methadone clinic every morning were 
out the door; drug overdose fatalities were reaching record highs; obstetricians were 
reporting more addicted patients; and reports of drug seekers in the emergency 
rooms were a daily occurrence. 

In 2007, we held a roundtable discussion for healthcare providers to discuss the 
data we had gathered regarding prescription drug abuse. The consensus from those 
in that earliest discussion was that the overprescribing of prescription pain relievers 
and benzodiazepines by the local medical community was a major part of the prob- 
lem. We followed up with a community wide drug summit where we included all 
sectors of the community. We learned that not only was overprescribing a problem, 
but it was far more complicated: prescription drugs and the selling of those drugs 
by the patient on the black-market was supplementing the incomes of many living 
on fixed incomes; that patients have unrealistic pain expectations and demand and 
expect pain free recuperation from injury or surgery; that the Appalachian culture 
promotes and supports the sharing of prescription drugs among friends and family. 
And that our children were diverting medications prescribed to the adults in their 
lives for both medical and non-medical purposes. Our schools reported that many 
of the expulsion hearings were for students caught bringing prescription drugs to 
school. Local property crime rates were increasing throughout the county and copper 
and other metal thefts were rampant. Then the Journal of American Medical Asso- 
ciation published the findings of a CDC study showing WV had the highest death 
rates in the nation for prescription drug overdose. Fatality rates began to skyrocket 
across the nation with WV leading the charge with greatest number of fatalities and 
Cabell County having some of the highest mortality rates in the state. 

As we focused on our youth, we realized there were no evidenced based strategies 
or programs that focused on preventing prescription drug abuse, we also knew from 
community readiness assessments that the community as a whole had little or no 
awareness of the growing prescription drug abuse problem, unless and until it 
struck too close to home. We took the lessons learned in preventing youth use of 
other legal drugs like alcohol and tobacco and we started with general awareness 
strategies combined with attempts to limit youth access to prescription drugs. 

We recruited a few physicians to our cause and they drafted a letter on the coali- 
tion’s behalf to every healthcare provider with prescribing privileges in Cabell Coun- 
ty, sharing our data and urging and encouraging the use of the WV Board of Phar- 
macy Controlled Substances Monitoring Database. We conducted awareness presen- 
tations throughout the community. We offered trainings to nurses, teachers, coach- 
es, parents and grandparents. We conducted social marketing campaigns and held 
dozens of public forums and summits; and we recruited volunteers and coalition 
members along the way. We have involved the media in every one of our efforts and 
we have seen community readiness increase and a slight decrease in the percentage 
of students reporting the non-medical use of prescription drugs. 
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Knowing that limiting access is a key strategy in reducing youth substance use, 
we have sponsored and promoted prescription take back events collecting over 500 
pounds of unwanted medications in the past year. We have partnered with the local 
hospital to provide information to local senior citizens regarding medication safe- 
guarding and disposal. We have sponsored programs for the local medical society 
and we have talked to every elected official who will listen. 

Prescription drug abuse is destroying southern West Virginia. The statistics and 
data support the severity of the problem. Unlike illegal drugs, prescription drugs 
are subject to regulation and control. Community efforts like the Cabell County Sub- 
stance Abuse Prevention Partnership can only do so much in reducing the abuse 
and misuse of these substances. We need stronger and better controls over con- 
trolled substances. We are losing our children, our work force, and our quality of 
life to an epidemic that is 100% preventable. 
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PRESCRIPTION DRUG PROBLEMS 
PLAGUE SOUTHERN WEST VIRGINIA 

"How communities are living (and fixing) these problems!" 


Presented by- 

Greg Puckett 
Executive Director 
Communitv Connections, Inc. 

215 South Walker Street, Princeton, WV 24740 
Phone: (304) 913-4956 - Fax: (304) 913-4964 
Email: druefree (Sistronecommunities.org 
Website: www.strongcommunities.org 
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PRESCRIPTION DRUG PROBLEMS 
PLAGUE SOUTHERN WEST 
VIRGINIA 

"How communities are living 
(and fixing) these problems!" 


Nestled in the heart of the Appalachia, West Virginia is known for its breathtaking scenery, natural 
wonders, and historical significance. It is also known for its people: hard working, caring and giving. Our 
communities, both large and small, and those families within them, are a collection of contrasting styles 
and tradition. From our Ohio River towns on the northeastern side of the state, to the isolated 
mountain ridges to the east, our state is a plethora of geographical and cultural diversity found nowhere 
else in the United States. 

This is particularly evident in the southern seventeen counties that lie in the third Congressional District 
(Rahall -WV 3^^). From greater metropolitan Huntington area to the southern coalfields to the south, 
this area Is deeply rooted in family and cultural norms that date back generations. Traversing the 
country roads from west to east, the state transforms from the harsh topography and economic 
hardships of the coal towns, into a series of rolling hills and farming communities, eventually giving way 
to the western ridges of the Shenandoah Mountains. 

Our people, our land, our resources... All are amazing qualities that define who we are and how we live. 
We are a proud, giving culture that would give much of themselves to help the greater well-being of 
others. Perhaps this is but one of the many reasons why we have seen a problem like we have never 
seen before become so bad, so fast.. 


Prescription Drug Abuse. 


The problem 

With high teen pregnancy, drop out rates, juvenile delinquency, family violence, and drug and alcohol 
abuse, many of West Virginia's youth are left with little opportunity for a healthy and secure future. As 
automation has replaced manpower, the population is continually struggling to overcome the economic 
collapse. Hardships are increasingly becoming the norm and increasing poverty levels have taken a high 
toll on our entire state. These hardships have also increased the number of families in the coverage area 
to depend on government assistance to meet their family's needs. These dire circumstances have lead 
many youth into experimenting with substances (including alcohol, tobacco, and prescription drugs), 
early sexual behavior, driving under the influence of alcohol, and other harmful behaviors. Youth also 
tend to have a stronger mindset towards various 'rites of passages' - including those with negative 
results. 
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In the last ten years, our nation has been plagued with a tragic increase in deaths and overdoses from 
prescription drugs • largely fueled by a rise in consumption of prescription painkillers, or ''opioids." 

From 1997 to 2007, the use of prescription opioids in the United States has increased 402 percent. 

Death rates involving opioids have more than tripled in the United States in the past decade, exceeding 
deaths from heroin and cocaine overdoses combined. 

In 200S-2006, West Virginia exceeded the national rate on self-reported use of "nonmedical use of pain 
relievers In the past year" in all age groups, particularly 18 to 25 year olds. Nearly 90% of nonmedical 
users of prescription-type psychotherapeutic drugs reported getting the most recently used drug from a 
friend or relative or just one doctor (2007). Between 1999 and 2004, West Virginia had a SS0% Increase 
in unintentional poisoning deaths. This is more than double any other state. Of these unintentional 
poisoning deaths, approximately 97% Involved drugs or alcohol rather than other substances. In 2006, 
there were 295 Fatal overdoses in the state; prescription pain medication contributed to 93% of these 
deaths. 

The major risk factors that contribute to risky behaviors among our youth in the targeted communities 
include: poverty, abuse and neglect, weak social ties (rural isolation), poor school performance, 
favorable attitudes toward problem behaviors (alcohol, tobacco and other drug use, violence, school 
dropout, and teen pregnancy) and availability of alcohol, tobacco, and other drugs. The main protective 
factors for our youth that have been identified are 'religiosity' and attachment to family and community. 


In fact, within West Virginia... ^ 

• it is estimated that 152,000 West Virginians over the age of 18 have a substance abuse problem.X 

• The percentage of women smoking in West Virginia during pregnancy in 2009 was 27.3 percent 
compared to 23.6 percent of the general population of women who smoke in West Virginia. There 
were almost 8,000 illicit drug arrests in West Virginia in 2009. 

• Opiates are the number one cause of death associated with drug overdoses in West Virginia. 
Overdose deaths from 1999*2004 increased by 550 percent 

• Drug overdose is the leading cause of death for West Virginians under the age of 45. | 

• The state ranks highest in the nation for retail prescription drugs filled at pharmacies (over 20 
prescriptions per capita). 

• More than 70 percent of people who abused prescription pain relievers received them from 
friends or relatives; five percent obtained them from a drug dealer or from the Internet. 

• A 2009 umbilical cord study in eight West Virginia hospitals concluded that almost 20 percent of 

babies tested had been exposed to drugs. Anew 2010 study revealed that this number had 
increased in one hospital to 33 percent, compared to a natiorial average of four percent. / 


The 2009 CASA publication examined the cost of substance abuse on budgets. The report found the 
following significant costs: in state public programs, 18% of budgets are linked to substance abuse and 
addiction; states spend 113 times as much to clean up the devastation substance abuse and addiction 
cause children as they do to prevent and treat it; and of every dollar states spent, $0.96 went to 
shoveling up the wreckage of substance abuse and only $0.04 was used to prevent and treat it The 
report also found that the most significant opportunity to reduce the burden of substance abuse on 
public programs and ultimately, on taxpayers is through tareeted and effective prevention programs . 
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Fixing the problem 

Since the mid 1990's, there have been multiple community based organizations throughout the state 
working to change communities for the better. "Family Resource Networks" have continually identlHed 
needs within the communities in which they served and worked to secure funds to change the norm. 
These organizations and partners within these communities have been working diligently to unify their 
message and work cooperatively to leverage existing resources. This community based approach works 
well within West Virginia. 

Just in the past five years, these networks have modified their outreach to become a more 
comprehensive community anti-drug coalition effort. This movement within the state has changed the 
ways communities view substance abuse and ways to combat the problems associated with it. 
Throughout West Virginia, people are focused around getting more engagement from those paying for 
substance abuse and training them to deliver the appropriate response; increasing the capacity of 
community prevention coalitions by providing them with leadership and using data-driven prevention 
strategies to address the local/community needs and focuses, along with addressing state and national 
level priorities. 

Many counties have worked to develop coalitions in the past. Currently there are eight SAMHSA 
(Substance Abuse and Mental Health Services Administration) Drug Free Community Support Program 
grantees that exist in West Virginia. Those are Jackson. Marshall, Morgan. Brooke, Mingo, Cabell, 
Mercer, and Ohio counties. Although there are only eight DFC coalitions in the state, there are forty two 
more that have membership with the West Virginia CAOCA (Community Anti-Drug Coalitions of America) 
Association. And now. thanks to the strategic prevention framework process within the past years, 
many coalitions throughout the state are working to leverage their funding and resources to create new 
initiaUves. resulting in a more cohesive environment for cultural change in preventing substance abuse. 

In addition, just in the past two years, the West Virginia Bureau for Behavioral Health and Health 
Facilities has restructured its dissemination of the Federal Substance Abuse Prevention and Treatment 
Block Grant funds to channel monies to communities across the state to unify these prevention and 
treatment efforts. And just recently in 2011, Governor Earl Ray Tomblin signed an Executive Order 
creating a Substance Abuse Advisory Council to: 


• Provide guidance regarding the implementation of the approved Statewide Substance 

• Abuse Strategic Action Plan. 

• Identify planning opportunities with other interrelated systems to increase both public and 
private support concerning substance abuse initiatives. 

• Recommend a list of priorities for the Improvement of the substance abuse continuum of care. 

• Receive input from local communities throughout West ^rginia; and 

• Provide recommendations to the Governor. 


In coordination with the Governor's office and with key stakeholders and with the support from our 
federal, state and local partners, the Bureau for Behavioral Health and Health Facilities, along with the 
other bureaus of the West Virginia Department of Health and Human Resources, will continue to 
proceed with the implementation of the Comprehensive Substance Abuse Strategic Aaion plan to 
provide a clear direction to this epidemic. Regional task teams will continue to meet monthly to develop 
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strategies to address problems unique to their particular area. In doing this, we will continue to provide 
the opportunity for West Virginians to regain a sense of hope that seems to have been lost by so many 
during these challenging times. 


Link to Governor's comprehensive Substance Abuse Plan 

http://governorssubstanceabusetaskforceswv.CQm/imaaes/Resources/2358 SubStrategicActionPlan 6P 
G revll0711-Ddf 

It is proven that Governments can reduce their costs linked to abuse of alcohol, drugs and tobacco by 
adopting strategies to prevent and eliminate, and not just manage the consequences of substance 
abuse. Using these strategies to deliver prevention activities that would prevent and/or eliminate 
substance abuse among youth within the coverage area has the potential to save millions of dollars. 
Cohen (1998) found that if one young person can graduate, stay away from alcohol, tobacco and other 
drugs, and live crime free then there is potentially $1.7-2. 3 million saved by society. 

Community Coalitions uniquely work with communities to fill a major gap in the services available to our 
youth and their families, and is a critical component of our drug and crime prevention and workforce 
development efforts. Research has shown that preventing disease and injury costs less than treating 

them. It is estimated that there is at least $10 is saved for every $1 spent on evidence based prevention. 

While funds are grossly inadequate to deal with the magnitude of the prescription drug abuse problem, 
they are better equipped to think strategically and develop action plans that support the long term 
growth and development of our county's healthcare and human service infrastructure. Simultaneously, 
by working together with others, the goal is to reduce drug use and crime within the community, and 
ultimately contribute to significant cost savings for local, state, federal governments and the United 
States tax payers. 

Throughout the past few years, prescription drug abuse has become a massively detrimental problem 
on the society of all West Virginians. Through research, we have discovered that this the fastest growing 
segment for illegal drug use, and more people abuse prescription drugs than the number of people who 
use cocaine, methamphetamine, and heroin combined. In five years (1999-2004), deaths resulting from 
drug overdose in West Virginia rose 550%. This was the largest increase of any state in the country and 
more local data suggests that this has risen at an even greater rate since that time. These statistics, 
combined with an increasing elderly population, declining economy, and easy access to the drugs, leaves 
the southern part of the state particularly vulnerable to future problems. This, in turn, stresses the dire 
need for an adequate continuum of care system that encompasses quality prevention, early 
intervention, treatment and recovery systems that are funded at their highest possible levels. Only 

then, can we turn the corner on this deadly epidemic. 

For generations the workforce within West Virginia has been seen as a committed, strong, viable, 
productive group of people 'willing to work until the job is done'. This is now in jeopardy. With the 
rising problems associated with the disease of addiction, many businesses are wondering how they can 
provide quality products and services without having a workforce that can't pass a drug test. This leaves 
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not only existing businesses with additional liability and potentially sub-par performance, but sends the 
wrong message to potential businesses that could perhaps look to our state for future opportunities. 

If we are to fix these issues, we must internally reinvest in how we deal with the problems associated 
with drug abuse. Communities across the state are working together to address these issues though 
local community based coalitions, health and treatment centers, increased law enforcement, local civic 
and social groups and so much more. These organizations are willing to invest their time and resources 
towards fixing the problems where they exist most. ..at the community level. They have received 
specialized training and have gained expertise in knowing how to implement effective environmental 
change approaches in dealing with these issues, but only few possess the funds necessary for long term 
success. Many of these agencies spend much of their time focused on where the next source of funding 
will come from instead of truly dealing with the problem head on. Research has shown that for every 
dollar spent In prevention at the community level; nearly $21 is saved in long term detrimental effects 
to society. 

Therefore, in closing, sustainable funding for prevention based initiatives, that are effectively followed 
by a comprehensive continuum of care system, should be supported at the maximum level possible as 
quickly as possible. The prescription drug abuse problem that West Virginians face did not occur 
overnight and the solutions will take time. The Bureau for Behavioral Health and Health Facilities (the 
state management agency for the Substance Abuse Prevention and Treatment (SAPT) Federal Block 
Grant), has worked throughout the continuum of care and is dedicated to oversight of this problem 
within the state. Through their support, all prevention, early intervention, treatment and recovery 
systems are now working together to make a difference but much like a business looking to gain a 
customer base, a great deal of monies must be spent on the front end to achieve a long term 
sustainable effort. The appropriate funding, combined with proven effective, evidence based strategies, 
will swiftly impact the problems head on and empower communities to battle this disease. The fight 
against drug abuse is not an easy one, but one we must win." 



76 



OUR STORIES... 

Debbie Williams 

Raleigh County Family Resource Network 

’'When I was trying to find o place to hove the Take Bock Day activities (in cooperation with the Drug 
Enforcement Administration's National Take Bock Day program), I checked with Sam's Oub to see about 
having it on their parking lot. I spoke with the clerk at the service desk and explained to her what I 
wanted. She began to get excited and said to me that, "It's about time someone tried to do something 
about the prescription drug problem She went on to soy that her son was 17 and was addicted to 
prescription drugs, and that she was having a terrible time trying to find help for him; that there was 
nowhere to send him for help In West Virginia; and that West Virginia needed a facility for teens who 
were addicted to prescription drugs. 

I asked her how did he got addicted, and was there someone sick in her home. She looked at me in 
disbelief and said to me, "Are you kidding? They are on the streets! They can get them anywhere, and 
they go for os much as $5.00 to $50.00 or more a pill." She said that we really needed to clean up the 
streets from prescription drugs. 


As a mother and grandmother, I did not know that this problem was so strong among our teens. We do 
hove work to do." 
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Aletha Stolen 

Fayette County Family Resource Network / Substance Abuse Task Force 

"/ became aware of prescription drug abuse over three years ago through conversations at the Fayette 
County Family Resource Network monthly community meetings. The effects were felt in community 
corrections (Day Report Center), education (truancy), removal of children from the home (Child 
Protective Services), and so many other venues. In response to these pressing community needs, we 
created a Substance Abuse Task Force. Activities included holding 50 community forums about this issue 
(with assistance from the WV Center for Civic Life), initiating a substance abuse prevention education 
program (Reality Tour) for caring adults and youth, and getting the ADAPT program (intensive outpatient 
therapy program for youth administrated by FMRS) re-instituted in Fayette County; and more initiatives. 

Through this work. I've heard many stories from families, friends, and individuals regarding their 
experiences with substance abuse - particularly prescription drug abuse. The recurring theme in these 
narrations was a legitimate injury requiring legal pain medications and then a progression of addiction 
that led to the destruction of many lives - whether it was overdose/death; losing child custody, 
marriages, homes, jobs; etc. The power of these drugs scared me. 

On the morning of January 26, 2012, my personal life was transformed. My dog was run over by a truck 
in front of my house. I ran to the road to get her out of the road. As I scooped her up, she defended 
herself. She grabbed onto my left forearm and I tore free. She then latched her teeth onto my right index 
finger and I again tore free. 

The results of this bizarre incident: 15 stitches to my left forearm (in Summersville); surgery to amputate 
my right finger tip and reduce/repair a dislocation (in Morgantown); and a legitimate need for pain 
medication following surgery. Surgery was performed on February 6 and on February 21 the bandages, 
cast, and dressings were removed. I was not at all prepared for what I would see of my right finger and 
hand - massive bruising and swelling plus the pin sticking out of my finger. 

Pain medication reduces the pain and also makes me feel not unpleasant. On the morning of February 22 
(back at home) I was feeling very unpleasant with what I'd seen of my finger though my finger wasn't in 
pain. My first inclination was to take the pain medication to make me feel not unpleasant. Then it hit me 
- this is how addiction begins. There's a difference between emotional and physical pain. 

Fortunately I am aware of the potential devastating effects of addiction and that I was able to recognize 
the missing link. Pain medication is for physical pain, not emotional pain. I relayed my 'aha' moment to a 
friend of mine who is also a medical provider. When a person goes through significant personal trauma, 
there will be 'highs' with the novelty and when 'reality' sets in, an anti-depressant may be the non- 
addicting drug to bridge the gap." 
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Ginger Day 

McDowell County FACES / HOPE / Prevention Coalition 

"Life expectancy is declining for both men and women in McDowell County, and while researchers 
determine obesity, diabetes and lung disease to be the cause, people who live in these communities add 
another factor: drug overdose deaths. 

According to 2011 Kids Count survey, McDowell County ranked the lowest in the state in seven 
categories, including the highest number of children in poverty at 52 percent, the highest high school 
dropout rate at 23.6 percent, and 19.6 percent of McDowell County kids are "victims of abuse or 
neglect". 

When you look at the reports and data you can't help but think the future is very disheartening. 
McDowell County Families Agencies Children Enhancing Services (F.A.C.E.5.) and Health Opportunities for 
Positive Education (H.O.P.E.) are working hard to change these statistics. FACES and HOPE have united 
with the Board of Education to take steps toward strengthening after-schooi programs and introducing 
evidence based programs such as: Keep A Clear Mind. (KACM) is a take-home drug education program 
for upper-elementary-school students (8 to 12 years old) and their parents. KACM lessons are based on a 
social skills training model and designed to help children develop specific skills to refuse and avoid the 
use of "gateway" drugs. This unique, early intervention program has been shown to reduce risk factors 
for later substance use. Two hundred and eighty students and parents/caregivers participated in this 
program and demonstrated 40 percent increase in communication. 

F.A.C.E.5. was a key component in the planning meetings for McDowell County Day at the Legislature 
2012. One agenda item discussed: the need for a County owned and operated treatment facility with a 
Suboxone Program. A certified substance abuse counselor on staff is instrumental in combating this 
issue. Communities in McDowell County cannot continue to struggle with the complex problem of drug 
addiction and be expected to make changes with simple solutions." 
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Joanne M. Boileau 
Children's Home Society of WV 
Mercer County 


"The Children's Home Society in Princeton provides a variety of services to children and families in 
Mercer and surrounding counties from adoption and foster care, to play therapy, to supervised 
visitation and exchange services, to WE CAN mentoring, and parent education for divorcing parents. 
There are families across all of these services that have struggled with prescription drug issues. In the 
most severe instances, children have been removed from families that are unable to keep their children 
safe while they battle their Rx drug addictions. An infant and his 6 year old brother were recently placed 
In a CHS foster home because the mom was improperly dosing the infant with methadone which was 
prescribed to him because of drug withdrawal symptoms at birth. The infant's withdrawal is obviously a 
result of the mother's abuse of drugs, including Rx drugs not prescribed to her. Generally when children 
are removed from their home due to the parent's drug issues, it takes 2 to 3 years for that child to be 
reunited with their parent, or to be free to be adopted. During this time the child has no sense of 
permanency, of how to effectively project their future, and who their forever family will be. 

It is not unusual for one or both of the parents referred to our supervised visitation and exchange 
program by the Family Court to be involved or have a history of Rx drug abuse. One of the most 
devastating aspects of this plight is the relapse rate and the day to day struggle to stay drug free. 
Jennifer is a Mom who has visited with her children, brothers, age 10 and 12, at our Visitation Center on 
and off again for the past 3 years. This past year she gave birth to a baby girl, who was born addicted 
and was removed from her care, and it is not likely that she will regain custody of her little girl. Her 
track record for not completing drug treatment programs and for relapsing into the fog of addiction 
does not provide much hope for her being a mom to any of her children. Another family served by our 
visitation program has witnessed at least 3 drug overdose deaths, 2 mothers and a step-dad. These 
fatalities and all too often outcomes of Rx drug abuse are tragic on so many levels. Grandparents are 
forced into the role of parents, children become displaced and lose contact with family and friends, trust 
and love and other elements of strong relationships and bonds are eroded which can lead the child 
down their own path to drug abuse." 
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Kathy Brunty 

Wyoming County Family Resource Network 

"The Wyoming County Prevention Coalition was organized in 2006 os our Substance Abuse Coalition. 

The members have grown in the past two years from six to os many as 38 attending the monthly 
coalition meetings. Supportive members include: youth, parents, state delegates, teachers, WVU 
Extension, SADD Coordinator, Family Resource Network, pastors, low enforcement, Board of Education, 
social service providers, and many more. This group has partnered with low enforcement to hold two Rx 
Take Back Days with the lost endeavor collecting 130lbs of drugs. The Coalition accomplishments 
include: County Drug Forum, Town Hall meeting for Underage Drinking, formation of five SADD groups, 
SADD Rookie of the Year Award, six students complete Notional Youth Leadership Initiative, members 
attending 16 trainings on substance abuse prevention, providing workshops within their county, special 
events such as Drug Free All Stars, and monthly visits to schools in Wyoming County to provide support 
to SADD groups forming. Over 500 youth hove signed up for SADD in 2011. One of our greatest partners 
in our Prevention Coalition is to ourfoith-bosed services. One Voice of Wyoming County has served our 
communities for over six years with no state or federal funding, yet maintains an office with three full 
time, volunteer staff to help families and addicts. They conduct outreach programs such as: feeding the 
children with take home bags of food for the weekend, 12 step classes, job and resume support, pocking 
lunches for o recovering addict when he got clean and went to a job, plus over 10000 volunteer hours. 
One Voice is the connection to 221 churches in Wyoming County and our rural communities. 

One special story: Jacob Snuffer joined our Coalition student group to become a member of the National 
Youth Leadership Initiative. Jacob is not a youth that really fits into the "sports star or popular click". 
Jacob came to us with great leadership potential, highly intelligent, but needed guidance and support as 
his older brother wos struggling with addiction. Jacob went from that kid setting on the sidelines to 
speaking before Congressmen Rahall, faithfully supporting SADD and his Prevention Coalition, ond 
assisting his group in becoming Rookie of the Year. Jacob submitted his story about his hometown and 
what needed to be changed to Community Anti Drug Coalition of America. He was honored by CADCA 
and is featured in their Annual Report for 2011. Jacob soys becoming a port of the NYLI and SADD has 
kept him from following the crowd ond standing up for whot he believes in. Jacob is that one "Starfish" 
of many more to come in Wyoming County with the support of prevention programs." 
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Anonymous 
Mercer County 

"Hello... I am an addict. I have a little more than three years of 'clean time' by the grace of God and the 
resources I have been given. I spent years in active addiction even while being a mother, daughter, sister 
as well as a nurse for 33 years. I finally became willing to reach out for help when I hod exhausted all 
financial and other resources and was humbled enough to be receptive to that help. When I was finally 
ready, the help was therefor me through the 12 step programs, the God of my understanding and the 
people who were there to help me. 

I hod never experienced a compulsion os strong as my addiction to narcotics. As a nurse I thought I had 
skills and could manage the use of these medications for myself. I proved time after time that I could not 
handle my use of opiates. I would swear not to abuse the medication but each time I got the pills, I took 
as many as I could, os fast os I could until they were gone. Then, the feot ond panic set in of what would 
I do now because everything in my brain told me that I could not live without opiates. I thought only a 
crazy person would repeat the same behaviors over and over and expect different results. 

I was completely sincere each time I swore that I could 'wean down' but it was beyond my ability to do so 
without help. Tm grateful today that I was allowed to find help when I was finally willing to accept it. 

You don't see too many addicts over 50 years old, the just don't live thot long. There are too many 
options now that are incredibly lethal for those with o 'broken brain'. The last think we need in our 
society is another long acting narcotic prescription for sick people to use. 

Addiction is not a character defect. Toward the end of my use, I had to take pills so that I would not be 
sick. I didn't want to take them, I actually used pills against my own will. But, I continued to use because 
I had no choice. Today, I have a choice and for that miracle I am deeply grateful. 

As a nurse and a recovering addict, I see people die every day from this disease. Tragically, and 
pointlessly, lives are lost. Mothers, fathers, daughters, sons. Human beings lost forever! 

Treatment is complicated and there is no magic bullet for this disease but we do have resources and 
those resources must be used in every way possible. Addiction is a cruel and vicious disease and has no 
intention but to take lives. We cannot sit by and watch it continue to grow out of control. We must do 
everything we can to fight this epidemic." 
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Shannon Atwell 

ChildLaw Services, Inc. - Mercer County 

"ChildLaw Services, Inc. works to "balance the scales of justice" for children. Simply put, we are a law 
firm for children. Each year, ChildLaw provides a voice for more than 650 children who are abused or 
neglected, the subjects of high-conflict custody cases, who are victims of crime, and others who are 
involved in the legal system. Substance abuse is overwhelmingly the number one issue involved in our 
caseload. At least 95% of all cases (circuit court and family court) involve substance abuse by at least 
one party to the case. 

Prescription drug abuse (narcotics and opiates) is rampant in the lives of those individuals caring for 
these children. ChildLaw attorneys represent children of all ages in Mercer County and southern West 
Virginia: from the drug-addicted newborn in the hospital to the adolescent and teenage clients whose 
families have been torn apart due to substance abuse. 

For example... 

'Justin' was first referred to ChildLaw Services due to a custody dispute between his parents in 2007. 
Justin, age 15, was unhappy with the custody arrangements and did not want to continue visiting his 
mother and stepfather. When the Court ordered Justin to visit his mother, Justin confided to his ChildLaw 
attorney that his stepfather had been sexually abusing him for numerous years. At that time, the 
attorney moved to stop immediate visitation and then reported the abuse to Child Protective Services 
(younger step-siblings were in the home) and law enforcement. Justin 's mother, a drug addict herself, 
was not able to recognize the issues, nor could she protect her son. For months, the attorney spent hours 
on the phone and in person preparing Justin for court and the difficult task of testifying. They also 
arranged follow-up victim's services for Justin and his father. 

At this time, Justin receives ongoing mental health services as he tries to heal and move on with his life. 
The attorney represented him in Family Court during the custody dispute, then in the abuse & neglect 
proceedings and was with Justin as he faced his abuser in criminal court. Although it was a difficult time, 
the agency was able to work with him through this situation. 

Prescription drug abuse not only affects the user, it affects those that cannot protect themselves. This 
past Thanksgiving, ChitdLaw's Legal Director spent hours in the hospital nursery holding and rocking a 
drug-addicted newborn. Since the hospital staff is not able to provide the type of comfort a 'drug baby' 
constantly needs, such as swaddling, volunteers often serve as surrogates to help calm and nurture the 
child. Not surprisingly, within hours, the mother was nowhere to be found. 

ChildLaw not only hears these stories regularly, but we see with these issues daily. So much needs to be 
done in terms the prevention and treatment of this epidemic and we cannot wait much longer. We 
already have a generational system of addicts in our system and we cannot afford to let our 'children of 
tomorrow' suffer an even greater fate. 
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Stephen E. Dickerson, MS 
Mercer County 


"My name is Stephen Dickerson, and I have been in long term recovery from substance abuse addiction 
for nearly 12 years (March 16, 2000) and I am writing you this letter on behalf of myself, and many other 
citizens of the great state of West Virginia, to express the need for funding for substance abuse 
treatment facilities in our Great State. 

We often associate the drug addict as being the skid row derelict that has lived a life of crime, in and out 
of hospitals, almost undoubtedly never to find his way. I'm letting you know that is not the average 
addict. I myself began a process of recovery with a meager 16 cents in my pocket; I had two changes of 
clothes, and even less friends. I had blazed a path of despair and destruction, hurting anyone who had 
the misfortune of caring anything about me. That was then! Because I was afforded an opportunity to 
obtain treatment, I was enabled to begin a process of healing. I was able to look inside of myself, and 
find the good person that lived within. 

Today I live a happy life. I have a wife, two children, and a pretty decent golf game. Tm president of my 
local Shrine Club, where I work diligently, in my leisure time, to raise funding to transport children to the 
Children's Hospital in Kentucky. I volunteer on many local community levels, and Tm always willing to 
reach a hand out to help someone in need. I've shared my story as the 2009 WV Delegate for the A&E 
Recovery Project, where 11,000 of us walked Penn's Landing in Philadelphia to let the country know 
recovery happens. I flew to Tampa a couple years ago to participate in a training video for CADCA on 
connecting recovery, treatment, and prevention groups to fight this epidemic holistically. Mystory, as 
well as many others was highlighted in SAMSHA's Nation Recovery Toolkit. 

My point is this: recovery happens! However, every day we have individuals literally dying while waiting 
on a bed to enter a treatment center. Not every addict wants to be in the position they are in; most 
don't know how they ended up where they are. We see people turned away every day, to go back to 
doing what they were doing. Tm telling you this: there is no other difference between myself and them, 
other than the fact that I was afforded the opportunity for treatment and I listened when I got there." 
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Lori 

Mercer County 

"My name is Lori and I am a recovering addict. I will have 4 years clean this month. I was a nurse for over 
20 years and after treatment at a pain clinic for migraines found myself addicted to opiates. After the 
first pill I thought I had found heaven, but in reality I was in a living Hell. 

My addiction took me to places I never thought I would go. My addiction made me do things I thought I 
would never do. I could not stop. I lived this way for 12 years. At the end my career was lost. My family 
could not understand. I lost everything that mattered to me and still had to have the drugs. 

I was found in my apartment not breathing and was rushed to the hospital. That was my bottom. I went 
to a treatment center for 21 days. When I was released I started going to a 12 step fellowship and met 
people who found a way out of that way of life and they shared it with me. I realize today that a have a 
disease, I am not a bad person, I am a sick person. 

There are options for addicts. Jail and punishment did not work for me. I needed and still do need 
treatment for my disease. Treatment is so important. Treatment is very limited in Mercer County and our 
rate ofRx addiction is very high. I believe there are answers. We need more resources and treatment 
options if we are going to address this problem. 

We need laws in place that follow doctors prescribing these very dangerous, very addictive drugs, laws 
that will help keep these drugs from being misused and sold on the street. There are solutions and I am 
very grateful that I found mine." 
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reported infant exposure numbers as high as 30-50%. Prescription Opiates are the most common 
t>pe of drug abused ami account for the majority of infant exposures. 
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Often a gcogj-apiiica! area’s drag choice and exposure is directly related to dma 
avaiiabiiity. This is w’nat we believe occurred in this state. Individuals were introduced to 
prescription drugs such as hydroeodone by their local physician for actual pain management, the 
patient either used the dnig.s or left them in home medicine cabinets where they were used for 
illicit puipo.ses. This exposure and avaiiabiiity lead to increased use and tolerance. This causes 
traditiona! drug dealers to capitalize on the mcreasiog demand, CmTcntlv we are .seeing a 
signi ficant amount of prescription drugs such as Oxycodone and Oxyroorphaae being suppiisd 
ftom traditional drag trading organizations from source cities such as Columbus and Detroit 
which were originally obtained from a healthcare provider. Currently, the most available drug,s 
are mai iju.ana and hydroeodone. I he most sought after drugs are Opana (Oxyiiioiphone) and OC 
OxyContm (Oxycodone). The ability to circumvent die time relea.se component of the 
compound allows addict.s to receive an instant dosage of the drug. These drags are also able to be 
snorted, smoked or injected, further' increasing the speed with which the drag i.s received nv the 
brain causing a euphoric higlL 


Should you have furtiier questions or concems, please fed free to contact me. 


Sincerely. 


T I) Rian’o 

D, pun n t r ot he Sei-\ ce- 
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Prepared Statement of Kimberly Becher, MD; and Kane Maiers, MD, Paul 
Ambrose Health Policy Fellows, Marshall University Department of Fam- 
ily and Community Health 

Drug abuse in Southern West Virginia has an effect on our daily practice of medi- 
cine. As family medicine residents we are not only exposed to drug-seeking behavior, 
but see the long term effects of drug abuse in our patient population. Because we 
are new providers in the community, our continuity clinics are targeted by patients 
requesting controlled substances for recreational use. These visits not only take 
away slots in which we could be treating legitimate medical problems, they frustrate 
us as providers. We chose to be family physicians because we have a genuine desire 
to improve the health outcomes of our communities and we sincerely value the phy- 
sician-patient relationship. We work hard to develop rapport and do not like to dis- 
appoint our patients. Despite the level of compassion and professionalism displayed 
as we deny unreasonable requests for pain medication, many visits with drug-seek- 
ing patients end with aggression, anger, and occasional threats of violence toward 
the provider. On more than one occasion a patient has revealed a weapon in our 
office. 

Unfortunately, the most difficult of cases involve patients with progressive chronic 
disease that is unable to be properly addressed due to the patient’s fixation on ob- 
taining opiates or benzodiazepines. These patients emotionally drain us as pro- 
viders. We spend the most time on these visits and make the least progress in de- 
creasing the patient’s morbidity and mortality despite our attempts at intervention. 
This patient population contributes a disproportionate amount to the cost of health 
care in West Virginia. This is not only limited to emergency room visits but also 
to the complications of untreated comorbid conditions that require hospitalization 
for a population that is largely uninsured or receiving Medicaid. The addiction circle 
is not limited to the patients we see in the office. To the unemployed, obtaining a 
thirty-day prescription for oxycodone will more than adequately pay their bills. One 
resident reports admitting at least one patient to the ICU per night who overdosed 
on prescription drugs they were not prescribed. 

We need help combating this epidemic in Southern West Virginia. We need a na- 
tional controlled substance monitoring program that is real time. Patients routinely 
fill prescriptions in Kentucky and Ohio, but we have also had trouble with more or- 
ganized patients travelling to pharmacies in Florida. We need educational opportu- 
nities that prepare us to properly address prescription drug-seeking behaviors from 
the first day of practice. There is no grace period here. For many of us, our first 
patient encounter was a test of our ability to deny an unwarranted prescription. 

Thank you for championing the development of legislation to curb prescription 
drug abuse. 


o 



